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ABSTRACT 
PARENT TRAINING FOR FAMILIES OF HYPERACTIVE PRESCHOOL-AGED 
CHILDREN 
SEPTEMBER 2013 
SHARONNE HERBERT, B.A., CALIFORNIA STATE UNIVERSITY, LOS ANGELES 
M.A., CALIFORNIA STATE UNIVERSITY, LOS ANGELES 
Ph.D., UNIVERSITY OF MASSACHUSETTS AMHERST 
DIRECTED BY: PROFESSOR ELIZABETH A. HARVEY 
OBJECTIVE: THE PRESENT STUDY EVALUATED THE EFFECTIVENESS 
OF A PARENTING PROGRAM DESIGNED SPECIFICALLY FOR HYPERACTIVE 
PRESCHOOLERS.  METHOD: PARTICIPANTS WERE 31 PRESCHOOL-AGED 
CHILDREN WHOSE PARENTS WERE RANDOMLY ASSIGNED TO A 
TREATMENT OR WAITLIST GROUP.  PARENTS WHO WERE ASSIGNED TO 
THE TREATMENT GROUP TOOK PART IN A 14-WEEK PARENTING PROGRAM 
THAT INVOLVED TEACHING PARENTING STRATEGIES TO MANAGE 
HYPERACTIVE AND DISRUPTIVE BEHAVIOR AS WELL AS EMOTION 
SOCIALIZATION STRATEGIES TO INCREASE CHILDREN’S EMOTION 
REGULATION.  RESULTS: THE PRESENT STUDY’S FINDINGS WERE MIXED.  
THERE WERE SIGNIFICANT CHANGES ON A NUMBER OF MEASURES OF 
CHILD FUNCTIONING AND PARENT BEHAVIOR FOR FAMILIES WHO TOOK 
PART IN THE PARENTING PROGRAM, BUT THESE FINDINGS WERE 
TEMPERED BY SEVERAL NONSIGNIFICANT FINDINGS.  COMPARED TO 
CONTROL FAMILIES, FAMILIES WHO PARTICIPATED IN THE PARENTING 
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PROGRAM EVIDENCED SIGNIFICANT CHANGES IN MOTHERS’ REPORTS OF 
CHILD INATTENTIVE AND HYPERACTIVE/IMPULSIVE SYMPTOMS, 
OBSERVATIONS OF MOTHERS’ POSITIVE PARENTING AND NEGATIVE 
AFFECT, AND MOTHERS’ SELF-REPORTED VERBOSITY, PUNITIVE 
REACTIONS, AND MINIMIZING/DISCOURAGING REACTIONS.  MOREOVER, 
PARENT TRAINING FATHERS REPORTED DECREASES IN CHILD 
INATTENTIVE AND HYPERACTIVE/IMPULSIVE SYMPTOMS.  HOWEVER, 
TREATMENT FAMILIES DID NOT SIGNIFICANTLY DIFFER ON MOTHERS’ 
RATINGS OF CHILD LABILITY/NEGATIVITY AND INTERNALIZING 
BEHAVIOR; AUDIOTAPED CHILD BEHAVIOR; OR MOTHERS’ SELF-
REPORTED OVERREACTIVITY, LAXNESS, EXPRESSIVE ENCOURAGEMENT, 
AND EMOTION- AND PROBLEM-FOCUSED REACTIONS.  CONCLUSIONS: 
RESULTS PROVIDE SOME SUPPORT FOR THE EFFECTIVENESS OF THE 
PARENTING PROGRAM FOR REDUCING ADHD SYMPTOMS IN PRESCHOOL-
AGED CHILDREN.  
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CHAPTER I 
INTRODUCTION 
Parent training has demonstrated success as a treatment for school-aged children 
with attention deficit hyperactivity disorder (ADHD; Pelham, Wheeler, & Chronis, 1998) 
and for preschool-aged children with conduct or oppositional problems (Hood & Eyberg, 
2003; Nixon, Sweeney, Erickson, & Touyz, 2003; Reid, Webster-Stratton, & Baydar, 
2004; Webster-Stratton & Hammond, 1997).  However, relatively few studies have 
examined the effectiveness of parent training in changing the developmental course for 
preschool children who experience significant ADHD symptomatology (Jones, Daley, 
Hutchings, Bywater, & Eames, 2007).  Furthermore, parent training programs typically 
focus on behavior management, with relatively little focus on emotion regulation, despite 
evidence that children with ADHD tend to have poor emotion regulation (Barkley, 
1997a).  Moreover, even though emotion regulation programs have been successfully 
delivered via teachers or staff in school settings with both preschool- and school-aged 
children (Denham & Burton, 1996; Domitrovich, Cortes, & Greenberg, 2007; Izard et al., 
2008), only one set of studies has examined whether teaching parents skills in emotion 
socialization might improve emotional functioning for hyperactive preschoolers.  Thus, 
the proposed study will examine the effectiveness of a parent training program developed 
for preschool-aged children with ADHD symptomatology that includes teaching parents 
behavior management strategies in addition to skills in emotion socialization. 
A. Attention Deficit Hyperactivity Disorder in Preschoolers 
Attention deficit hyperactivity disorder (ADHD) is characterized by persistent, 
pervasive, and developmentally deviant levels of inattention and/or 
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hyperactivity/impulsivity that interfere with functioning at home, in the classroom, and 
with peers (American Psychiatric Association [APA], 2000).  Children with ADHD 
experience significant impairment in their overall functioning (Lahey et al., 1998), are at 
heightened risk for developmental delays in self-regulation and social skills (Barkley et 
al., 2000), and are at risk for developing conduct problems, substance abuse, and 
occupational and interpersonal difficulties (Jones et al., 2007).  Although ADHD is not 
typically diagnosed until elementary school age, ADHD symptoms can emerge at a very 
young age (APA, 2000; Lahey, et al., 1998), with the median age of onset of the first 
ADHD symptom occurring at age 1 and the median age of onset of impairment occurring 
during the preschool years (Applegate et al., 1997).  Thus, by the time children are 
diagnosed and treated, comorbid problems and negative family interaction patterns are 
likely to be firmly entrenched and may be more resistant to treatment.  
Although, developmental changes between the ages of 2 and 6 make it difficult to 
determine when a diagnosis of ADHD is warranted (Spira & Fischel, 2005), there is 
growing evidence for the validity of ADHD among preschoolers (Applegate et al., 1997; 
Keenan & Wakschlag, 2004).  Approximately three-quarters of preschool children who 
show developmentally deviant levels of ADHD symptomatology meet criteria for ADHD 
in elementary school (Harvey, Youngwirth, Thakar, & Errazuriz, 2009; Lahey et al., 
2004).  Preschoolers who exhibit ADHD symptomatology are more likely to be disliked 
or rejected by their peers and perceived as less cooperative (Lahey et al., 1998).  
Furthermore, a community study found that hyperactive preschoolers are more likely to 
have been expelled (7.8% vs. 0.8%) and suspended (15% vs. 0.4%) from daycare or 
preschool compared to nonhyperactive preschoolers (Angold, Egger, Erkanli, & Keeler, 
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2005, unpublished manuscript, as cited by Posner, 2009).  Thus, early intervention may 
provide an important opportunity to alter the developmental course and minimize 
impairment of the disorder (Daley, 2006).  
With this growing recognition that ADHD often starts during the preschool years 
has come a striking increase in the use of stimulant medication for preschool-aged 
children (Zito et al., 2000).  Researchers have begun to examine the efficacy of 
psychopharmacological intervention for preschool-aged children (e.g., Kollins et al., 
2006) and have found some evidence for its efficacy, although efficacy appears to be 
lower in preschool-aged children compared to school-aged children (Greenhill et al., 
2006).  Psychopharmacological treatments have provided evidence for short- and long-
term efficacy on reducing ADHD symptoms among preschoolers; however, little is 
known about the long-term effects of psychopharmacological agents on brain 
development in preschool-aged children, as well as interpersonal relationships (Ghuman, 
Arnold, & Anthony, 2008).  
Relatively few studies have developed and evaluated alternative interventions for 
preschool-aged children with ADHD (Bor, Sanders, & Markie-Dadds, 2002; Huang, 
Chao, Tu, & Yang, 2003; Kern et al., 2007; Matos, Bauermeister, & Bernal, 2009; 
Sonuga-Barke, Thompson, Daley, & Laver-Bradbury, 2004; Sonuga-Barke, Daley, 
Thompson, Laver-Bradbury & Weeks, 2001) despite the important opportunity to alter 
the developmental course and minimize impairment of the disorder (Daley, 2006).  An 
effective early intervention for children with ADHD symptoms is crucial given that (1) 
these symptoms are pervasive (APA, 2000), (2) they carry a poor prognosis, especially if 
these symptoms are comorbid with conduct symptoms (Thorley, 1984; Jones et al., 
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2007), and (3) there is some evidence that interventions (e.g., parent communication 
training) may have a greater likelihood of reducing externalizing symptoms when the 
child is younger (Anderson & Nuttall, 1987).  Early intervention for children with ADHD 
may reduce the risk of experiencing problems in several domains. 
B. Parent training programs for reducing ADHD symptoms in preschool-aged children 
While relatively few studies have examined parent training for preschool children 
with significant ADHD symptoms, a large number of studies have documented the 
effectiveness of parent training for preschool children with conduct/oppositional 
problems (e.g., Brotman et al., 2005; Nixon, Sweeney, Erickson, & Touyz, 2004; Taylor, 
Schmidt, Pepler, & Hodgins, 1998).  A handful of these studies have examined whether 
parent training reduces inattention/hyperactivity among children with conduct problems. 
The Incredible Years program is one of the most widely studied parent training programs. 
Its efficacy in reducing ADHD symptoms among mostly preschool-aged children with 
conduct and oppositional problems has been inconsistent.  While some studies have 
found the parent series to be efficacious in reducing hyperactivity (Drugli & Larsson, 
2006) and inattention (Jones et al., 2007), and enhancing self-control (Hutchings et al., 
2007), other studies have not found a significant reduction in hyperactive symptoms 
(Scott, 2005) and have not found that changes in child behavior at home generalize to the 
classroom setting (Drugli & Larsson, 2006).  Eyberg’s Parent Child Interaction Therapy 
is also a very well-established early intervention, and appears to show some effectiveness 
in the reduction of ADHD symptoms for conduct problem preschool populations (Nixon, 
2001; McNeil, Eyberg, Eisenstadt, Newcomb, & Funderburk, 1991).  Finally, Sharry and 
colleagues’ (2005) Parent Plus Early Years Program significantly reduced levels of 
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hyperactivity among preschool-aged children with comorbid conduct and attention deficit 
symptoms immediately following treatment and at follow-up.  Taken together, these 
results suggest that parent training has the potential for reducing both ADHD and conduct 
symptoms among preschool children with ADHD symptomatology. 
To date, there are only nine published reports on the effectiveness of parent 
training programs involving preschool-aged children (3 to 6 years old) with significant 
ADHD symptoms.  However, one of these studies (Huang et al., 2003) did not include a 
no treatment or minimal treatment/attention control group.  Each of these nine studies 
found evidence that parent training improved child behavior.  Five studies (Huang et al., 
2003; Kern et al., 2007; Matos et al., 2009; Sonuga-Barke et al., 2001; Strayhorn & 
Weidman, 1989) found significant reductions in symptoms of ADHD immediately after 
parent training, whereas four studies did not find reductions in ADHD symptoms at 
posttest (Bor et al., 2002; Pisterman et al., 1989; Pisterman et al., 1992; Sonuga-Barke et 
al., 2004).  Two studies (Pisterman et al., 1989; Pisterman et al., 1992) found significant 
reductions in disruptive behavior more broadly (e.g., noncompliance, aggression, 
externalizing problems).  Moreover, the four studies (Bor et al., 2002; Pisterman et al., 
1989; Pisterman et al., 1992; Strayhorn & Weidman, 1991) that conducted follow-up 
assessments suggest that improvement in children’s behavior could be observed for as 
much as one year post treatment.  While findings varied somewhat across different 
methods of assessment, there was at least some evidence of change based on teacher and 
observational data as well as parent report.  Parent training was also associated with 
increased maternal adjustment (Sonuga-Barke et al., 2001) and improved parent 
management skills (Matos et al., 2009; Pisterman et al., 1989; Pisterman et al., 1992), and 
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that improvement in parenting behavior was associated with better child outcomes 
(Strayhorn & Weidman, 1989).  Effect sizes for these interventions have ranged 
considerably across studies and across measures, from very small effects to quite large 
ones.  This suggests that parent training for preschoolers with ADHD symptoms has 
considerable promise for effecting change, but that considerable room remains for 
developing even more effective early interventions specifically designed for hyperactive 
preschoolers. 
Parent training programs that have been used with hyperactive preschoolers share 
many curricular and format features.  For instance, most of these programs emphasize 
increasing positive parent-child interactions, praise, reinforcing positive behavior, 
differential attention (praising the positive behaviors and ignoring the negative 
behaviors), as well as use of effective commands, tangible rewards, and consequences 
(Bor et al., 2002; Huang et al., 2003; Kern et al., 2007; McNeil et al., 1991; Pisterman et 
al., 1989; Pisterman et al., 1992; Sharry, Guerin, Griffin, & Drumm, 2005; Sonuga-Barke 
et al., 2001; Sonuga-Barke et al., 2004; Strayhorn & Weidman, 1989, 1991).  Some 
programs also included a strong emphasis on positive parenting and praise (Bor et al., 
2002), attention training (Pisterman et al., 1992), child safety and preacademic readiness 
skills (Kern et al., 2007), and coping skills and partner support (Bor et al., 2002).  With 
respect to format, most parent training programs incorporate parent discussion and 
homework (e.g., Huang et al., 2003; Kern et al., 2007), modeling (Bor et al., 2002; 
Pisterman et al., 1989; Pisterman et al., 1992; Strayhorn & Weidman, 1989, 1991), role-
play (Bor et al., 2002; Pisterman et al., 1989; Pisterman et al., 1992; Strayhorn & 
Weidman, 1989, 1991), feedback (Bor et al., 2002; Pisterman et al., 1989; Pisterman et 
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al., 1992; Sonuga-Barke et al., 2001; Sonuga-Barke et al., 2004; Strayhorn & Weidman, 
1989, 1991), and behavioral diaries (Sonuga-Barke et al., 2001; Sonuga-Barke et al., 
2004).  
Interestingly, half of the authors’ descriptions of these programs do not appear to 
include curricular content specifically about ADHD.  In parenting programs for older 
children with ADHD (Barkley, 1997b), parent education about ADHD is a critical 
component.  Helping parents have reasonable expectations for their children’s 
hyperactivity may be essential for teaching parents to focus on changeable behavior and 
for helping to channel their children’s hyperactivity in adaptive ways.  Moreover, 
discipline techniques may need to be adapted based on the unique characteristics of 
hyperactive children.  For example, use of a chair for time-out may not be feasible with 
very hyperactive preschoolers.  Addressing these issues may improve the effectiveness of 
parent training for parents of hyperactive preschoolers.  Another important gap in 
existing parent training curricula is the absence of attention on emotion regulation in 
children.  Developing emotion regulation skills is a key developmental task during the 
preschool years (Denham & Burton, 2003), and may be a particularly challenging one for 
children experiencing symptoms of ADHD (Meehan et al., 2008; Walcott & Landau, 
2004).  Explicitly teaching parents to help their children develop better emotion 
regulation skills may also be important in helping preschool children with ADHD 
develop better emotional and behavioral health.  
C. Emotion Regulation 
 Children are born with an innate ability to experience and express emotions. 
However, because their cognitive processes are still developing, their ability to regulate 
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these emotions is limited (Izard, 2002).  Neurologically speaking, the amygdala, 
important to emotion, emerges early and becomes functional much before other regions 
of the brain that are responsible for regulating emotions.  For example, the hippocampus 
and prefrontal cortex continue to develop in early childhood and adolescence (Izard, 
2002).  Consequently, preschoolers may demonstrate difficulties with regulating 
emotions because the areas of the brain responsible for regulating emotions are less 
developed than areas of the brain responsible for producing emotions.  Hyperactive 
preschoolers may be particularly vulnerable to difficulties with emotion regulation.  The 
deficits in executive function that are thought to be responsible for difficulties with 
hyperactivity (Barkley, 1997a) may also interfere with emotion regulation.  Although no 
research has examined emotion regulation in preschoolers with ADHD, research on older 
children with ADHD supports this notion.  Children with ADHD have been shown to 
experience higher positive and negative emotional reactivity (Maedgen & Carlson, 2000); 
display difficulty with fear (Sinzig, Morsch, & Lehmkuhl, 2008; Williams et al., 2008), 
anger (Williams et al., 2008), and emotional regulation (Meehan et al., 2008; Walcott & 
Landau, 2004); and exhibit impaired emotion recognition (Cadesky, Mota, & Schachar, 
2000; Kats-Gold, Besser, & Priel, 2007; Shapiro, Hughes, August, & Bloomquist, 1993; 
Singh et al., 1998; Yuill & Lyon, 2007) and an overall emotion processing deficit (Da 
Fonseca, Seguier, Santos, Poinso, & Deruelle, 2008).  
Emotion regulation consists of monitoring, evaluating, and modifying one’s 
emotional reactions (Cole, Martin, & Dennis, 2004; Liebermann, Giesbrecht, & Müller, 
2007) and is essential for positive social behavior, including perspective taking and 
problem solving (Domitrovich et al., 2007).  Emotion regulation is one facet of emotion 
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competence and is thought to depend on and interact with two other key components of 
emotion competence: emotional knowledge/understanding and expression of emotion.  
Emotional knowledge/understanding refers to accurately identifying, appraising, and 
understanding internal emotional states of oneself and others, as well as understanding 
emotional expressions of others (Kats-Gold et al., 2007) and is believed to be the central 
component of emotional competence.  Emotional expression refers to communicating 
emotions through verbal and nonverbal means (Kats-Gold et al., 2007).  The preschool 
years are thought to be a critical time for the development of these three components of 
emotion competence (Denham & Burton, 1996). 
Parenting is thought to play a key role in the development of the core elements of 
emotional competence through emotion socialization practices.  Parents contribute to the 
development of emotional understanding by verbalizing their emotions (Denham, 
Renwick-DeBardi, & Hewes, 1994), using affectively clear explanations in response to 
their child’s emotions, highlighting their own and others’ feelings and their child’s 
responsibility for them (Denham, Mitchell-Copeland, Strandberg, Auerbach, & Blair, 
1997; Havighurst, Harley, & Prior, 2004), and having awareness of and discussing 
emotions with their children (Garner, 2006).  Parents also contribute to the development 
of emotional expression and regulation by engaging in modeling and regulating their own 
emotions (Denham et al., 1994), using emotional framing (parents modify their emotions 
and those of their children through interpretation of emotionally arousing information 
while the parent and child engage in emotion talk; Colwell & Hart, 2006), and being 
“coaches” rather than “dismissers.”  “Coaches” are aware of and guide their children 
through the experience of emotions, particularly negative ones, whereas “dismissers” 
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have the desire to be helpful, but deny or ignore their children’s experience of an 
emotion, distracting them from the emotion (Denham et al., 1997).  In addition, parents 
who respond calmly, supportively, and empathize and validate their children’s emotions 
(Denham et al., 1997; Havighurst et al., 2004) are more likely to facilitate higher levels of 
emotional competence (Havighurst et al., 2004). 
Despite evidence that parents play a key role in emotion development, most 
parent training programs do not explicitly address emotion socialization in treatment.  
There is evidence that emotion regulation skills can improve in preschoolers through 
early intervention programs (Denham & Burton, 1996; Domitrovich et al., 2007; Frey, 
Hirschstein, & Guzzo, 2000; Izard et al., 2008; Webster-Stratton, Reid, & Hammond, 
2001).  These programs, mainly delivered by teachers, are designed to increase 
preschool-aged children’s awareness and communication with respect to their own and 
others’ emotions, teach self-regulation of arousal and behavior, promote positive self-
concept and peer relationships, develop problem solving skills, and create a positive 
classroom milieu that is supportive of social-emotional learning.  More specifically, most 
of these programs teach children how to experience, express, and recognize or label 
emotions.  Although some programs focus heavily on emotional knowledge (Denham & 
Burton, 1996), most programs cover the overarching concept of emotional competence, 
including emotional knowledge/understanding, expressiveness, and regulation 
(Domitrovich et al., 2007; Frey et al., 2000; Izard et al., 2008; Webster-Stratton & Reid, 
2003).  These programs were effective in reducing children’s negative emotion as well as 
increasing peer skill (e.g., attempts to initiate activities with peers) and improving social 
competence (e.g., positive peer interaction skills, cooperativeness with peers and with 
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adults, self control abilities, problem solving behavior; Denham & Burton, 1996), 
increasing emotional knowledge (Domitrovich et al., 2007; Izard et al., 2008; McMahon, 
Washburn, Felix, Yakin, & Childrey, 2000), decreasing physical aggression and hostile 
and aggressive comments (Frey et al., 2000; Izard, 2008; Webster-Stratton et al., 2001), 
and reducing negative parent-child interactions (Webster-Stratton et al., 2001).  
Although previous teacher training programs for emotion regulation have been 
shown to be effective, effect sizes have been small to medium in size.  More powerful 
effects might be found if parents were used as an avenue for improving children’s 
emotion competence.  Although a number of parenting programs seek to foster positive 
parent-child interactions (McNeil et al., 1991; Sharry et al., 2005), most do not explicitly 
address teaching emotion socialization skills.  The newest version (revised 2008) of the 
Incredible Years parent training program has incorporated teaching parents emotion 
coaching and emotion regulation strategies and, when combined with child training, has 
been shown to improve functioning in preschool children with ADHD (Webster-Stratton, 
Reid, & Beauchaine, 2011). I am aware of only one set of studies that has directly 
evaluated the effectiveness of an intervention specifically designed to improve parents’ 
emotion socialization skills (Havighurst, Wilson, Harley, & Prior, 2009; Havighurst, 
Wilson, Harley, Prior, & Kehoe, 2010).  The program, Tuning in to Kids: Emotionally 
Intelligent Parenting (TIK) developed by Havighurst and Harley (2007) is designed to 
teach parents the five steps of emotional coaching that are underscored by Gottman and 
DeClaire (1997): (1) developing awareness of the child’s emotion, particularly low level 
emotion; (2) using the child’s emotion as intimate and teachable moments; (3) providing 
acceptance and understanding of the child’s emotion; (4) aiding the child in labeling their 
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feelings; and (5) if necessary, helping the child problem solve (while setting limits).  The 
program invites parents to consider their past family experiences with emotions and 
teaches them to be mindful of their own emotions when responding to their children’s 
emotions.  TIK is delivered in six two-hour sessions, conducted in a group setting by two 
group leaders.  The first three sessions focus on attending to, reflecting on, labeling, and 
empathizing with children’s lower intensity emotions.  The fourth session addresses 
anxiety and problem solving (the fifth step of emotional coaching), and the last two 
sessions are aimed at addressing moderate and high intensity emotions and techniques 
that can be used to reduce the level of emotion (i.e., relaxation, slow breathing, self-
control).  The program, which was evaluated on a community sample in Australia, 
resulted in increases in parents’ emotional coaching and decreases in emotionally 
dismissive behaviors immediately following the intervention (Havighurst et al., 2009), as 
well as increases in awareness of emotion and emotion regulation at a 6-month follow-up 
(Havighurst et al., 2010).  However, no studies have examined the effectiveness of an 
emotion socialization program for parents of hyperactive preschoolers specifically—a 
population at great risk for difficulties with emotion regulation.   
In summary, despite evidence suggesting that children with ADHD have 
difficulty regulating their emotions, there is a dearth of empirically supported treatments 
that incorporate emotion socialization into treatment.  The success of school-based 
programs suggests that emotion competence is a highly teachable skill.  Moreover, 
correlational studies point to specific parenting practices that may facilitate emotional 
development.  Teaching parents skills for helping their children develop emotional 
competence may be particularly effective because parents spend so much time with 
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children and because children are likely to have a wide range of affective experiences at 
home.  Parents may therefore have even greater opportunity than teachers to help children 
learn about emotions as they are experiencing them in the moment.  
D. A Parenting Program for Families of Hyperactive Preschoolers 
 We (Harvey, Herbert, & Stowe, 2010) have sought to improve upon existing 
parent training programs, by addressing important curricular gaps.  We developed a 14-
week parent training program that includes parent education about ADHD, fosters the 
development of appropriate expectations among parents regarding hyperactive behavior, 
tailors parent techniques to the unique needs of hyperactive preschoolers, and actively 
teaches parents emotion socialization skills.  The program was designed to be conducted 
in a group setting, which allows parents to also receive support and ideas from other 
parents.  Parents engage in role-plays designed to help them anticipate situations that are 
likely to occur and are assigned homework designed to help them enhance the learning 
process by using these techniques in real life situations.  Most importantly, this program 
uses a collaborative approach, which allows for it to be tailored to the unique needs of 
each hyperactive preschooler, while considering individual and cultural differences in 
parenting. 
E. The Present Study 
ADHD symptoms can emerge during the preschool years, and although 
pharmacological treatments have provided evidence for short- and long-term efficacy 
(Ghuman et al., 2008), little is known about the effects on brain development in 
preschoolers.  There is a dearth of empirically supported treatments for preschoolers who 
show early symptoms of ADHD, and despite research demonstrating that children with 
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ADHD have difficulty regulating their emotions, there is a scarcity of empirically 
supported treatments that incorporate emotion socialization into treatment.  Thus, the 
present study will evaluate the effectiveness of a new parenting program for hyperactive 
preschoolers using a controlled trial.  The following hypotheses will be tested: 
1) Children whose parents take part in the parenting program will:  
a. Show fewer symptoms of ADHD and ODD compared to children on a 
waitlist, based on parent and teacher report.  
b. Show less misbehavior and negative affect, and more emotion talk 
compared to children on a waitlist, based on audiotaped naturalistic 
home observations. 
c. Perform better on a test of emotion knowledge and will be rated as 
having better emotion regulation by their parents, compared to 
children on a waitlist.  
2) Parents who take part in the parenting program will: 
a. Report using less overreactive and lax parenting compared to parents 
on the waitlist group, based on parent report.  
b. Be observed using more positive parenting, effective commands and 
consequences, and emotion talk, and less negative affect compared to 
parents on a waitlist group, based on audiotaped naturalistic home 
observations. 
c. Report and be observed using less parental distress, punitive reactions, 
problem-focused reactions, and minimizing/discouraging in response 
to negative emotion, and more expressive encouragement and 
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validation, positive thinking, and emotion-focused reactions compared 
to parents on the waitlist group, based on parent report and audiotaped 
naturalistic home observations. 
!! %*!
CHAPTER II 
METHOD 
A. Participants 
 Participants were 31 preschool-aged children (23 boys, 8 girls) with 
developmentally deviant levels of hyperactivity/impulsivity and their 31 mother figures 
and 18 father figures.  The sample included 26 European-American (non-Hispanic), 2 
African American, 1 Latino, and 2 multiethnic preschool-aged children who had not yet 
entered first grade and were 34 to 76 months (M = 54.92 months, SD = 10.79) at intake.  
Twenty-four mothers reported that they were married and the combined median family 
income was $84,000 as reported by mothers and/or fathers.  All mothers and fathers who 
participated in the study lived with their children full time. Inclusion criteria were 1) 
Behavior Assessment System for Children 2-Parent Report Scale (BASC 2-PRS; 
Reynolds & Kamphaus, 2004) Hyperactivity Scores of 65 or higher, or 2) at least six 
hyperactive/impulsive symptoms based on the Diagnostic Interview Schedule of 
Children, Fourth Edition (DISC-IV; Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone, 
2000).  Children who showed evidence of mental retardation, autism, Asperger's 
syndrome, and cerebral palsy were excluded from the study.  There were 4 children (3 in 
the treatment group and 1 in the waitlist group) on medication for ADHD at pretest.  One 
of the children in the treatment group discontinued medication partway through the 
parenting program and one child in the treatment group began to take medication for 
ADHD partway through the parenting program.  
B. Intervention 
 The Parenting Your Hyperactive Preschooler program was designed specifically 
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for parents of hyperactive preschoolers and has two components.  The first eight sessions 
focus on traditional parenting strategies that have been shown to be effective in managing 
hyperactive and oppositional behavior (e.g., praise, rewards, consequences).  The last six 
sessions focus on teaching parents strategies to help their children develop better emotion 
regulation (refer to appendix A).  The first session provides families with 
psychoeducation about behavioral problems and normal development in preschoolers, 
introduces ways to manage hyperactive behavior, and discusses the challenges of 
parenting.  Sessions two through four review the importance of noticing and rewarding 
children’s appropriate behaviors through the use of praise, parental attention, and tangible 
rewards.  Sessions five through seven address ways in which parents can set limits 
through the use of effective commands, natural and logical consequences, and timeout.  
The eighth session focuses on teaching children problem solving and negotiating skills.  
Session nine introduces families to the emotional component of the curriculum by 
providing families with psychoeducation about emotional development, emotional 
competence, brain development and its relation to emotion, and emotion regulation in 
hyperactive preschoolers.  Sessions 10 through 14 introduce ways to increase a 
hyperactive child’s emotion regulation through identifying, labeling, validating, and 
modeling emotions, in addition to helping children experience positive emotion. 
C. Procedure 
 Participants were recruited by distributing flyers to pediatrician offices, mental 
health clinics, childcare centers, preschools, and community centers throughout Western 
Massachusetts, as well as through newspaper press releases.  Flyers were also mailed to 
families whose children's birth announcements appeared in local newspapers 3 to 6 years 
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ago.  Potential participants were mailed a research screening consent form, which they 
returned by mail.  Parents were contacted by telephone for a 30 minute phone interview 
to complete the ADHD and ODD sections of the NIMH-Diagnostic Interview Schedule 
for Children, with minor modifications to school related questions as needed.  Parents 
were also administered questions from the Hyperactivity subscale of the BASC-2-PRS, 
and were asked whether the child had or was suspected of having mental retardation, 
autism, Asperger's syndrome, or cerebral palsy.  
Eligible families then took part in a group intake/pretest session that lasted 1 to 
1! hours.  Prior to this intake assessment session, parents were mailed a research consent 
form, three questionnaires (demographic, psychosocial history, and BASC-2 
questionnaire), and an audiotape recorder and audiotapes to record one hour of their 
interaction with their children at home.  During the group intake session, parents were 
asked to complete questionnaires about themselves and their children and the children 
were administered a test of emotion knowledge.  Parents whose children attended 
preschool or daycare were asked to provide written permission (Teacher Release; see 
Appendix B) to mail the BASC-2 Teacher Report to the child's teacher.  
After the group intake session, families were randomly assigned to one of two 
groups (parent training and waitlist).  Each child was matched with another child based 
on gender, age, and hyperactivity severity.  A random number generator was then used to 
assign one member of the pair to the treatment group.  If there were an odd number of 
children at the group intake, one trio was formed matching on gender, age, and 
hyperactivity, and two of the three children were randomly assigned to the treatment 
group, to ensure sufficiently large parenting groups.  Seventeen mothers and 12 fathers 
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were assigned to the parent training group and 14 mothers and 6 fathers were assigned to 
the waitlist.  
The posttest session involved a 15 to 20 minute individual session with a group 
leader to discuss any remaining concerns parents had about their children, as well as 
administration of posttest assessments (parents completed questionnaires in a group 
setting and children were individually administered the test of emotion knowledge).  At 
the time that treatment families took part in their posttest sessions, families who were 
assigned to the waitlist were scheduled for an individual or group intake session 
(depending on the family's schedule and interest in participating further in the parenting 
group) and were invited to participate in the next scheduled parent training class.  If 
parents were assigned to the waitlist but were no longer interested in participating in the 
parenting program, they were still invited to participate in a posttest session and were 
paid $50.  Parents were free to seek additional treatment at any point, but were asked to 
inform research staff if there were any changes in their treatment during the course of the 
study.  
Parent training sessions were held in the UMass Psychological Services Center 
(PSC), which is a community mental health clinic housed in the Psychology Department 
and serves as a training clinic for doctoral students in the clinical psychology program.  
Each group was co-led by two PSC staff clinicians, most of whom are doctoral students 
in clinical psychology program.  Between three and six families participated in each 
group.  Families were considered to be clients of the PSC and had the same rights and 
responsibilities as paying clients, but had their fee waived in return for participation in 
the study.  The sessions were videotaped to ensure the quality of the parent training. 
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Supervised activities were available on-site for children during the group sessions for a 
small fee ($2 per child per session).  
D. Treatment Integrity 
 The lead author of the curriculum who is a licensed psychologist held weekly 
supervision meetings with co-clinicians to review each session and plan for the following 
session.  She also watched videotapes of each session to verify adherence to the protocol 
by the clinicians.  
E. Measures 
 Refer to Table 1 for a list of measures and when they were administered. 
1. Screening Measures 
a. Behavior rating scale   
The Behavior Assessment System for Children, Second Edition-Parent Report 
Scale (BASC 2-PRS; Reynolds & Kamphaus, 2004) is a comprehensive rating scale that 
assesses a broad range of psychopathology in children ages 2 through 21.  The 
Hyperactivity subscale was used for screening, and has demonstrated good reliability (" = 
.87) among preschool children.  Parents of 2- to 5-year old children were administered 
the preschool version and parents of 6-year-old children were administered the child 
version of the BASC Hyperactivity subscale.  The preschool version of the BASC 
includes 11 hyperactive items and the child version includes 10 hyperactive items. 
b. Diagnostic interview   
NIMH-Diagnostic Interview Schedule for Children, Fourth Edition, (DISC-IV; 
Shaffer et al., 2000) is a structured diagnostic interview originally designed for children 
age 6 and up and has demonstrated adequate test-retest reliability with older children for 
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ADHD (" = .79).  The ADHD, ODD, and CD sections of the interview have also been 
successfully adapted for use with younger children (Harvey et al., 2009) and were 
administered to one of the parents (typically the parent who first called about the 
program).  A symptom count from the Diagnostic and Statistical Manual of Mental 
Disorders, fourth edition (DSM-IV; APA, 1994) was calculated for 
hyperactivity/impulsivity.   
2. Pretest Only Measure 
a. Demographic information   
Demographic information was collected including age, ethnicity, income, and 
marital status. 
3. Pretest and Posttest Measure Completed by Children 
a. Emotion knowledge   
The Emotion Matching Task (EMT; Izard, 2003) is a 48-item measure that 
assesses four distinct facets of the child’s emotion knowledge: (a) recognition of emotion 
expression, (b) production of expression labels, (c) matching of expressions and 
examiner-verbalized expression labels, and (d) articulation of the causes of joy, sadness, 
anger, and fear expressions.  Each item required a response to a question relating to a 
standardized facial expression photograph of one of the four basic emotions and was 
administered directly to children at pretest and posttest.  The total score of the EMT has 
demonstrated good internal consistency (" = .86) and convergent validity (r = .75) with 
Denham’s (1986) Puppet interview (Izard et al., 2008).  
4. Pretest and Posttest Measures Completed by Parents 
a. Behavior rating scales   
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The BASC 2-PRS and Disruptive Behavior Rating Scale-Parent (DBRS; Barkley 
& Murphy, 1998) were used to measure parents’ reports of their children’s behavior.  All 
items of the BASC-2-PRS were administered at pretest and posttest (with only the 
Hyperactivity items administered at screening).  The BASC-2-PRS demonstrates 
excellent reliability (" = .94) and correlates well with other measures of child behavior 
for preschool-aged children (Reynolds & Kamphaus, 2004).  Parents of 2- to 5-year-old 
children were administered the preschool version of the BASC-2-PRS and parents of 6-
year-old children were administered the child version of the BASC-2-PRS.  The 
Externalizing and Internalizing behavior composites of the BASC 2-PRS were used for 
this study, and demonstrate good reliability for preschoolers (" = .91 and " = .89, 
respectively) and 6-year-old children (" = .95 and " = .92, respectively).  The DBRS is a 
26-item rating form that assesses externalizing behavioral problems, including inattention 
(9 items), hyperactivity-impulsivity (9 items), and oppositional defiant behavior (8 items) 
based on DSM-IV criteria.  Parents rated their children’s behavior using a 4-point Likert 
scale (0, never/rarely to 3, always).  The DBRS has demonstrated generally good 
reliability and validity for 3-year-old children (Friedman-Weieneth, Doctoroff, Harvey, & 
Goldstein, 2009) for the hyperactive/impulsive subscale (mothers’ " = .83, fathers’ " = 
.80), inattention subscale (mothers’ " = .87, fathers’ " = .86), and the ODD subscale 
(mothers’ " = .86, fathers’ " = .87).  
b. Emotion regulation  
The Emotion Regulation Checklist (ERC; Shields & Cicchetti, 1997) is a 24-item 
measure completed by parents and consists of positively and negatively phrased items 
describing processes central to emotionality and regulation, including affect lability, 
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intensity, valence, flexibility, and situational appropriateness of emotional expressions.  
Parents rated how characteristic each item was of the child from 1 (rarely/never) to 4 
(almost always).  The composite ERC score has demonstrated good internal consistency 
(" = .89) and convergent validity (Shields & Cicchetti, 1997).  Lability/Negativity and 
Emotion Regulation subscales have demonstrated good reliability (" = .96 and " = .83, 
respectively) and were used in this study.  The Lability/Negativity subscale included 
items that reflect mood lability, lack of flexibility, and dysregulated negative affect (e.g., 
“Exhibits wide mood swings,” “Transitions well from one activity to another,” “Is prone 
to angry outburst/tantrums easily”).  The Emotion Regulation subscale is comprised of 
items describing empathy, emotional self-awareness, and situationally appropriate affect 
displays (e.g., “Is empathic toward others,” “Can say when s/he is feeling sad, angry or 
mad, fearful or afraid,” “Responds positively to neutral or friendly overtures by peers”). 
c. Parenting   
The Parenting Scale (Arnold, O’Leary, Wolff, & Acker, 1993) is a 30-item self-
report scale, which yields scores for laxness (e.g., “When I say my child can’t do 
something, I let my child do it anyway”), overreactivity (e.g., “When my child 
misbehaves, I get so frustrated or angry that my child can see I’m upset”), and verbosity 
(e.g., “If saying no doesn’t work right away, I keep talking and try to get through to my 
child”).  Ratings were made using a 7-point Likert scale.  Scores were calculated by 
averaging across items that loaded on each factor according to the Arnold et al. (1993) 
factor structure, where high scores indicate dysfunctional parenting.  The Parenting Scale 
has demonstrated adequate internal consistency (" = .83 for laxness, .82 for 
overreactivity, and .63 for verbosity), good test-retest reliability (.83 for laxness, .82 for 
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overreactivity, and .79 for verbosity), and has been found to correlate with observations 
of parenting and child behavior (Arnold et al., 1993). 
d. Parental emotion socialization   
 The Coping with Children’s Negative Emotion Scale (CCNES; Fabes, Eisenberg, & 
Bernzweig, 1990) is a 12-item self-report scale assessing parental coping responses in 
response to children’s negative emotion.  For each question, the CCNES provides a 
hypothetical scenario in which the respondent’s child feels upset (e.g. If my child loses 
some prized possession and reacts with tears, I would…).  The parent was asked to rate 
the likelihood of responding to the scenario in six possible ways (e.g., get upset with 
him/her for being so careless and then crying about it, tell my child that he/she is over-
reacting, help my child think of places he/she hasn't looked yet, distract my child by 
talking about happy things, tell him/her it's OK to cry when you feel unhappy, tell 
him/her that's what happens when you're not careful) on a 7-point Likert scale ranging 
from 1 (very unlikely) to 7 (very likely).  This scale includes the following subscales (12 
items per subscale) which were used in this study: Distress Reactions, Punitive Reactions, 
Expressive Encouragement, Emotion-Focused Reactions, Problem-Focused Reactions, 
and Minimization Reactions, with the mean Cronbach’s alpha for subscales of the 
CCNES at .77 (ranging from .69 to .85; Fabes, Poulin, Eisenberg, & Madden-Derdich, 
2002).  
e. Developmental, social, and health history  
The Psychosocial History is a questionnaire, which asked parents about their 
child’s developmental, social, health, and treatment history.  During the posttest, parents 
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were only administered the treatment section of this questionnaire, which asked them if 
there was a change in their child’s treatment over the course of the study. 
f. Audiotaped assessment of parent-child interaction   
Parents were asked to record one hour per parent of a naturalistic interaction with their 
children in their homes using a microcassette player.  Parents were instructed to select 
times that tended to be challenging for them as parents.  Parents were told that they did 
not have to be interacting with their children for the entire hour, but that they simply 
needed to be together behaving as they normally would.  Unfortunately, only 11 parent 
training and 2 waitlist fathers completed audiotape recordings, so only mothers’ 
audiotape data were analyzed in this study. 
Graduate and undergraduate research assistants were trained to code the 
audiotapes and two raters overlapped for all participants included in the study.  Coders 
were not informed of each family’s group assignment and tapes were coded so that 
coders would not know whether they were coding pretest tape or posttest tape. Intraclass 
correlations (ICCs) were calculated to determine reliability for each code.  The coding 
system was a global code (see Appendix C for descriptions of each code) developed for 
this study.  Codes for children included misbehavior, emotion talk, and negative affect, 
and codes for parents included positive parenting, effective use of commands, use of 
consequences, emotion talk, and negative affect.  If a child experienced negative affect 
during the 5-minute interval, coders were asked to rate parents’ reactions to the negative 
affect using the following codes: parental distress, punitive reaction, expressive 
encouragement, emotion-focused reaction, problem-focused reaction, 
minimizing/discouraging expression of emotion, and positive thinking.  Global ratings 
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were made every 5 minutes and ranged from 1 to 7 on frequency and intensity (or 
quality) for each code, except emotion talk and positive thinking, which were only rated 
on frequency.  
Several codes were omitted from further analysis as a result of very low 
incidence, including child emotion talk, parent emotion talk, parent punitive reactions, 
parent expressive encouragement, parent consequences, parent emotion-focused 
reactions, parent minimizing/discouraging, and parent positive thinking.  In addition, 
parent problem-focused reactions quality (ICC = -.15) was omitted due to inadequate 
interrater reliability.  Thus, the following codes were retained for mothers: child 
misbehavior frequency (ICC = .80) and intensity (ICC = .84); child negative affect 
frequency (ICC = .94) and intensity (ICC = .84); parent positive parenting frequency 
(ICC = .73) and intensity (ICC = .60); parent commands frequency (ICC = .77) and 
quality (ICC = .59); parent negative affect frequency (ICC = .73) and intensity (ICC = 
.71); parent distress reactions frequency (ICC = .69) and intensity (ICC = .58); and parent 
problem-focused reactions frequency (ICC = .68).  Audiotape codes that were rated for 
both frequency and intensity were combined by multiplying the frequency times the 
intensity. 
5. Pretest and Posttest Measure Completed by Teachers 
a. Behavior rating scale   
The Behavior Assessment System for Children, Second Edition-Teacher Rating 
Scale (BASC 2-TRS; Reynolds & Kamphaus, 2004) is a comprehensive rating scale that 
assesses a broad range of psychopathology in children ages 2 through 21.  Teachers of 2- 
to 5-year-old children were administered the preschool version of the BASC 2-TRS and 
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teachers of 6-year-old children were administered the child version of the BASC 2-TRS.  
The BASC 2-TRS has demonstrated excellent reliability (" = .96) and correlates well 
with other measures of child behavior for preschool-aged children.  The Hyperactivity 
subscale and Externalizing and Internalizing behavior composites were used for this 
study, which demonstrate good reliability for preschoolers (" = .91, " = .95, and " = .87, 
respectively) and 6-year-old children (" = .95, " = .97, and " = .91, respectively).  Nine 
teachers from the parent-training group and 11 teachers from the waitlist group 
completed this measure at posttest.    
F. Missing Data 
 All 17 mothers in the treatment group completed posttest measures.  One waitlist 
mother was not willing to complete posttest data.  Assuming no change for a treatment 
family (assumed under an intent to treat approach) provides a conservative test of 
treatment effectiveness, but doing so for a waitlist family would be too liberal.  
Therefore, multiple imputation (MI; Schafer & Graham, 2002) was used to estimate 
missing posttest scores for the one waitlist mother, based on co-variances among all 
variables for other waitlist mothers.  One mother who participated in the treatment group 
completed posttest but was missing some pretest measures.  MI was used to impute these 
data as well. In order to account for the uncertainty of these predicted values, MI imputes 
several values for each missing data point resulting in multiple complete data sets.  These 
values were pooled across five datasets, and were used in subsequent analyses.  All 
pretest and posttest variables were used to impute data separately for treatment and 
waitlist mothers. 
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Fifteen mothers who were assigned to the treatment group completed pretest 
audiotape observations. Ten of these mothers also completed posttest audiotape 
observations; however, one mother in the treatment group who did not complete the 
audiotape at pretest did complete it at posttest.  Thus, 11 mothers in the treatment group 
had complete audiotape data at posttest.  Twelve mothers who were assigned to the 
waitlist group completed pretest audiotape observations, and 10 of these mothers also 
completed posttest audiotape observations.  The treatment and waitlist mothers who did 
not complete posttest audiotape observations were dropped from analyses.  Mean 
substitution was used for the one treatment mother who completed posttest audiotape 
observations, but did not complete pretest.  
 Eleven fathers of children who were assigned to the treatment group completed 
pretest measures; 2 of these fathers took part in the program but did not complete any 
posttest measures.  An additional father took part in the program and completed posttest 
but had not completed pretest materials.  Of the 6 fathers who completed pretest and were 
assigned to the waitlist, 3 did not complete any posttest measures.  Because so few 
waitlist fathers completed posttest, repeated measures analyses were conducted only with 
fathers in the parent training group (see below).  Using a conservative intent to treat 
approach, pretest data were carried forward as posttest data for the two fathers who 
completed pretest but not posttest.  MI was used to impute pretest data for the father who 
completed posttest but not pretest.  
 Mean substitution was used to impute teacher pretest BASC scores for teachers 
who completed the BASC at posttest but were missing data at posttest.  (MI was not used 
because there were so few teacher variables).  
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G. Attendance 
 Mothers who were assigned to the treatment group attended a median of 11 sessions 
(M = 9.53, SD = 4.09).  Fathers who were assigned to the treatment group attended a 
median of 7 sessions (M = 6.47, SD = 5.50).  When parents missed a session, the group 
leader spent 20 to 30 minutes either by phone or before or after the next session 
reviewing the material that the parent missed.  Mothers’ attendance was marginally 
correlated (r = -0.40, p = .11) with mother report of child posttest inattentive symptoms; 
however, no other posttest scores were significantly correlated with mothers’ attendance. 
H. Data Analysis 
Analysis of variance (ANOVA) was conducted on pretest assessments of outcome 
measures to assess for the effectiveness of randomization.  Analysis of covariance 
(ANCOVA) was used to compare parent training and waitlist groups on posttest 
measures to assess for the effectiveness of the intervention using pretest scores as 
covariates.  ANCOVA accounts for pretest individual variability on measures of child 
and parent functioning producing a more sensitive and precise significance test.  For 
analyses of audiotaped parenting, posttest observed child misbehavior and negative affect 
were also added as covariates in order to control for differences in child behavior during 
the taped interaction.  Because there were not enough fathers to conduct between group 
comparisons, paired samples t-tests were used to compare treatment group fathers’ pretest 
scores to their posttest scores.  These analyses were conducted using an intent to treat 
approach, with pretest data carried forward as posttest data for the two fathers who 
completed pretest but not posttest, and MI for the one father who did not complete 
pretest.  Results including these three fathers were similar to results based only on the 
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nine fathers who completed both pretest and posttest.  One-tailed tests were used for a 
priori predictions. 
Two children substantially changed their treatment during the course of the study 
(i.e., one child began medication during treatment and the other child stopped taking 
medication).  Analyses reported in the text and tables include all participants; however, 
footnotes in Table 5 note changes in significance after excluding these two children from 
analyses.   
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CHAPTER III 
RESULTS 
A. Effectiveness of Randomization 
Children in the parent training and waitlist groups did not differ significantly on 
gender (13 boys and 4 girls in the parent training group and 10 boys and 4 girls in the 
waitlist group), !2 (1) = 0.04, p = .84, and age, F(1, 29) = 0.29, p = .59, (parent training 
mean age = 53.96, SD = 12.20; waitlist mean age = 56.08, SD = 9.10).  T-tests for 
independent means were conducted comparing the parent training and waitlist groups on 
all pretest measures, and no significant differences were found, suggesting that random 
assignment was successful (see Tables 2 to 4).   
B. Descriptive Statistics 
The means and standard deviations for all pretest and posttest outcome variables 
for children, teachers, and mothers are presented for the parent training and waitlist 
groups in Tables 2 to 4.  Parent training mothers decreased significantly from pretest to 
posttest on the DBRS inattention, t(16) = 4.23, p < .01, hyperactivity, t(16) = 2.66, p = 
.01, and ODD, t(16) = 3.06, p < .01, subscales; child lability/negativity, t(16) = 4.34, p < 
.01; BASC externalizing subscale, t(15) = 3.23, p < .01; maternal overreactivity, t(16) = 
2.60, p = .01, laxness, t(16) = 3.25, p < .01, and verbosity, t(16) = 2.94, p = .005; 
maternal punitive reactions, t(15) = 2.32, p = .02; and audiotaped commands frequency, 
t(10) = 2.13, p =.03.  Waitlist mothers’ report of maternal laxness, t(13) = 2.52, p = .01, 
distress reactions, t(13) = -1.80, p < .05, punitive reactions, t(13) = -2.19, p = .02, and 
minimizing and discouraging reactions, t(13) = -2.53, p = .01, decreased significantly 
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from pretest to posttest.  Parent training children increased in their ability to match facial 
expressions and emotion labels (EMT part 3), t(14) = -1.90, p = .04. 
C. Parent Training Effects on Child Outcome 
1. Parent and Teacher Report 
One-way analyses of covariance (ANCOVAs) were conducted to compare parent 
training and waitlist groups on mothers’ and teachers’ posttest reports of child behavior, 
with each respective pretest score entered as a covariate.  Marginal means are presented 
in Tables 5 and 6.  Children whose mothers received parent training were rated 
significantly lower on the DBRS inattention subscale, F(1, 28) = 4.45, p = .02, and 
hyperactivity/impulsivity subscale, F(1, 28) = 4.71, p = .02, compared to children of 
mothers on the waitlist.  These differences represented medium-sized effects.  There was 
not a significant difference between the parent training and waitlist group in mothers’ 
reports of child ODD symptoms, F(1, 28) = 0.98, p = .17, although after excluding data 
of the two children who substantially changed their treatment during the course of the 
study, the difference between the parent training and waitlist group on mothers’ reports of 
child ODD symptoms approached significance, F(1, 26) = 2.65, p = .06.  Mothers’ 
posttest BASC externalizing scores were lower in the parent training group than in the 
waitlist group.  This difference did not quite reach significance, F(1, 27) = 2.14, p = .08, 
but did become significant when the two children who changed treatment during the 
study were omitted, F(1, 25) = 3.51, p = .04.  Mothers’ posttest BASC internalizing 
symptoms were lower in the parent training group than in the waitlist group, but this 
difference was not significant, F(1, 27) = 0.18, p =.34.   
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 There were no significant differences between the parent training and waitlist 
group on posttest teacher BASC hyperactivity scores, F(1, 17) = 1.00, p = .17, and 
externalizing scores, F(1, 17) = 0.39, p = .27, although the effects were in the expected 
direction, but small in size.  Surprisingly, children whose parents took part in the 
parenting group had higher mean teacher reported internalizing symptoms at posttest than 
children whose parents were on the waitlist, F(1, 14) = 5.04, p = .02.  However, this 
effect seemed to be driven by one of the children who was assigned to the parent training 
group, but whose parents came only to the first session.  When this child was omitted 
from analyses, the difference in teacher BASC internalizing scores was no longer 
significant, F(1, 13) = 2.24, p = .16.  Omitting this child from analyses also strengthened 
the effect for BASC externalizing scores, F(1, 16) = 1.02, p = .16 (parent training 
marginal mean = 60.75; waitlist marginal mean = 63.39), and BASC hyperactivity, F(1, 
16) = 1.70, p = .11 (parent training marginal mean = 60.87; waitlist marginal mean = 
64.57), but these small-sized differences still did not reach significance.  
 Paired samples t-tests were used to compare fathers’ pretest and posttest DBRS 
inattention, hyperactivity/impulsivity, and ODD subscales.  At posttest, fathers in the 
parent training group rated their children significantly lower on the DBRS inattentive 
subscale, t (11) = 2.38, p = .02, and hyperactive/impulsive subscale, t (11) = 3.93, p < .01, 
compared to pretest reports, whereas decreases on the DBRS ODD subscale approached 
but did not reach significance, t (11) = 1.50, p = .08.  These differences in DBRS 
inattention and hyperactivity/impulsivity represented a large-sized effect, and the 
difference in ODD symptoms represented a medium-sized effect.  Fathers’ posttest 
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BASC externalizing subscales were lower than at pretest, with a large-sized effect, but 
this difference did not quite reach significance, t(9) = 1.77, p = .06  (Table 7). 
2. Child Audiotape Observations 
Ratings of audiotaped naturalistic home observations did not reveal significant 
differences between groups in children’s behavior at posttest.  In fact, although child 
misbehavior decreased from pretest to posttest in both groups (though not significantly), 
there was a larger decrease in the waitlist group.  Thus, at posttest, children whose 
mothers were in the parent training group were observed to engage in slightly more child 
misbehavior than children whose parents were on the waitlist, though this difference was 
not significant, F(1, 18) = 1.53 p = .12 (Table 8). 
3. Child Emotion Knowledge and Regulation 
Children whose mothers received parent training were able to match significantly 
more facial expressions and emotion labels (EMT part 3) at posttest compared to pretest 
(Table 2); however, although their posttest performance on this scale was better than that 
of children whose mothers were on the waitlist, with a medium-sized effect, this 
difference did not quite reach significance, F(1, 20) = 1.76, p = .10.  There were no 
significant differences on recognition of emotion expression, F(1, 22) = 0.23, p = .32; 
production of expression labels, F(1, 21) = 0.33, p = .29; and articulation of the causes of 
joy, sadness, anger, and fear expressions, F(1, 20) = 0.06, p = .41 (Table 6).  Children 
whose mothers received parent training demonstrated significant decreases in maternal 
ratings of their lability/negativity on the ERC from pretest to posttest (Table 3), but their 
posttest lability/negativity was not significantly lower than children whose parents were 
on the waitlist, F(1, 28) = 0.86, p = .18 (Table 5).  Although children of parent training 
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mothers did not significantly change on mothers’ ratings of emotion regulation on the 
ERC from pretest to posttest (Table 3), children in the waitlist showed decreases in 
emotion regulation from pretest to posttest.  Therefore, parent training mothers’ reports of 
child emotion regulation on the ERC at posttest were slightly higher than waitlist 
mothers’ posttest emotion regulation ratings, with a medium sized effect, though this 
difference did not quite reach significance, F(1, 28) = 2.63, p = .06 (Table 5).  Fathers 
who participated in the parent training group did not report improved child emotion 
regulation on the ERC, t(11) = -0.91, p = .19, or less emotional lability/negativity on the 
ERC, t(11) = 1.10, p = .15, from pretest to posttest (Table 7), though changes were in the 
expected direction. 
D. Parent Training Effects on Parenting 
1. Parenting Practices 
Mothers who participated in the parent training group reported being less verbose 
compared to the mothers on the waitlist, F(1, 26) = 4.08, p = .03.  Although mothers in 
the parent training group reported significant decreases in overreactivity and laxness from 
pretest to posttest (Table 3), they did not differ significantly from the waitlist at posttest 
on either self report of overreactivity or laxness (Table 5).  Fathers who participated in 
parent training reported using less overreactive parenting at posttest compared to pretest, 
at a probability level that approached significance, t(11) = 1.66, p = .06, and was a 
medium-sized effect.  Fathers did not report using less lax parenting or being less verbose 
at posttest (Table 7).  
2. Audiotaped Observations of Parenting Practices 
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Mothers who participated in the parent training group were rated as engaging in 
more positive parenting, F(1, 17) = 4.10, p = .03, and expressing less negative affect, F(1, 
17) = 3.35, p = .04, controlling for observed child behavior, compared to mothers on the 
waitlist.  These differences represented a large-sized effect.  Compared to mothers on the 
waitlist, mothers who received parent training were rated as giving fewer commands, at a 
probability level that approached significance, F(1, 17) = 2.35, p = .07, and this was a 
medium to large sized effect; however, the quality of these commands did not 
significantly differ.  No audiotaped measures of mothers were significantly different 
between groups (Table 8). 
3. Self-report of Emotion Socialization 
Parent training mothers reported significantly fewer punitive reactions, F(1, 27) = 
8.93, p = .003, and minimizing/discouraging reactions, F(1, 27) = 4.17, p = .026, 
compared to waitlist mothers, and these represented medium-sized effects (Table 5).  
Fathers reported significant decreases in problem-focused reactions after treatment, t(11) 
= 2.97, p = .007, representing a large-sized effect, but there were no other significant 
changes in fathers’ self-report of emotion socialization practices (Table 7).  
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CHAPTER 4 
DISCUSSION 
 The present study examined the effectiveness of a parent training program 
specifically designed for parents of hyperactive preschoolers, which included teaching 
parenting strategies used to manage hyperactive and disruptive behavior as well as 
emotion socialization strategies to increase children’s emotion regulation.  Results of the 
present study were mixed.  There was evidence of significant change on a number of 
measures of child functioning and parenting behavior for families who took part in the 
program; however, these results were tempered by a number of nonsignificant findings.  
Significant differences were evident between parent training and waitlist groups at 
posttest on mothers’ ratings of child inattentive and hyperactive/impulsive symptoms, 
mothers’ audiotaped positive parenting and negative affect, and mothers’ self-reported 
verbosity, punitive reactions, and minimizing/discouraging reactions, with effect sizes in 
the medium to large range.  There were also medium-sized differences in the expected 
direction that did not quite reach significance on mothers’ ratings of child emotion 
regulation and externalizing behavior, mothers’ self-report of distress reactions, mother’s 
audiotaped positive parenting and commands frequency, and children’s ability to match 
facial expressions to emotion labels.  However, treatment and control families did not 
differ significantly in the expected direction at posttest on mothers’ ratings of child 
lability/negativity and internalizing behavior; audiotaped child behavior; or mothers’ self-
reported overreactivity, laxness, expressive encouragement, and emotion- and problem-
focused reactions.  Although there were not enough fathers in the waitlist group to allow 
for between group comparisons, fathers in the parent training group reported significant 
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decreases in ratings of child inattentive and hyperactive/impulsive symptoms, and 
fathers’ self-reported problem-focused reactions, and marginally significant decreases in 
ratings of child ODD and externalizing symptoms and fathers’ self-reported 
overreactivity.  Fathers did not exhibit significant changes in ratings of their children’s 
lability/negativity and emotion regulation or in their ratings of their own laxness or most 
emotion-socialization practices.  
A. Parent Training Effects on Child Outcome 
 Mothers who received parent training reported significantly fewer child 
inattentive and hyperactive/impulsive symptoms compared to mothers on the waitlist.  
Similarly, parent training fathers rated their children as showing significantly fewer 
inattentive and hyperactive/impulsive symptoms at posttest compared to pretest.  
Although differences on teachers’ ratings of hyperactivity did not reach significance, the 
effect size was also of medium-size and only somewhat smaller than for mothers, 
providing corroboration that the parent training program caused decreases in children’s 
ADHD symptoms.  The effect sizes for this study were in the medium- to large-sized 
range, which were similar to some previous studies of preschool-aged children (Huang et 
al., 2003, Sonuga-Barke et al., 2001; Strayhorn & Weidman, 1989, 1991), and larger than 
others (Bor et al., 2002; Kern et al., 2007).  Thus, although ADHD is a neurobehavioral 
disorder, the present study’s results suggest that symptom expression can be reduced 
through parent training implemented during the preschool years.  Relatively few studies 
have evaluated the effectiveness of parent training for older children with ADHD; 
however, there are studies that have also investigated behavioral classroom management, 
behavioral peer interventions, and nonbehavioral psychotherapeutic or cognitive-
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behavioral treatments for children with ADHD (Pelham & Fabiano, 2008).  Danforth, 
Harvey, Ulaszek, and McKee, (2006) found a significant reduction in inattentive and 
hyperactive/impulsive symptoms, while Ghanizadeh and Shahrivar (2006) only found 
significant reductions in hyperactive/impulsive symptoms subsequent to treatment, but 
these studies did not have a control group.  Other studies of older children with ADHD 
which used a control group found significant decreases in ODD symptoms (Chacko et al., 
2009) and behavioral problems (Fabiano et al., 2009; van den Hoofdakker et al., 2007), 
but did not find significant effects on ADHD symptoms.  Thus, cross-study comparisons 
suggest that effects of parent training on ADHD symptoms may be stronger for younger 
children than for older children.  This would be consistent with the notion that there is 
greater neuroplasticity early in development (Nelson & Bloom, 1997).  More research is 
needed to directly test this possibility.  Similarly, it is not clear whether changes in 
ADHD symptoms reflect changes in how children’s ADHD symptoms are expressed and 
managed in their environment or whether changes occur in brain function.  Further 
research should examine whether brain function (i.e., brain structure, brain chemistry) is 
altered as a result of such intervention. 
Although parents in the parenting group reported a significant reduction in child 
ODD symptoms from pretest to posttest, children in the waitlist also showed some non-
significant improvement.  Thus, there were not significant differences between the parent 
training and waitlist groups in reports of ODD symptoms, though differences approached 
significance when the two children who changed medication use during the course of 
treatment were omitted.  Few controlled studies of parent training for hyperactive 
preschoolers have directly measured ODD symptoms as outcome measures, and those 
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that have yielded mixed findings with some studies reporting effects on ODD symptoms 
(Bor et al., 2002; Matos et al., 2009) and others failing to find effects on measures of 
ODD (Strayhorn & Weidman, 1989, 1991) or finding effects on some measures of ODD 
but not others (Kern et al., 2007).  Previous research has suggested that preschoolers are 
more likely to outgrow ODD symptoms than ADHD symptoms (Harvey et al., 2009), and 
this pattern was observed in our waitlist group.  Thus, it may be difficult for treatment to 
improve upon children naturally outgrowing their ODD symptoms, resulting in smaller 
treatment-control effect sizes.  
Our failure to find effects on observed misbehavior and negative affect stands in 
contrast to previous studies that have found such effects using observational data (Bor et 
al., 2002; Pisterman et al., 1989; Pisterman et al., 1992; Strayhorn & Weidman, 1989).  
Our failure to find effects on observed child behavior may have been a result of our 
instructions to parents.  Parents were instructed to record their children during times that 
were particularly difficult for them in order to obtain a sample of their parenting practices 
when faced with child misbehavior.  Thus, even if children were engaging in less 
misbehavior and negative affect overall (which parent and to some extent teacher report 
suggests), it might be difficult to capture that difference by taping the most difficult hour 
of the week.  The four studies that found significant differences using observational data 
among hyperactive preschoolers did not ask families to record the worst hour of the 
week—the parent and child were either asked to complete three consecutive structured 
tasks together (Bor et al., 2002; Pisterman et al., 1989; Pisterman et al., 1992) or to spend 
25 minutes together however they would prefer in a room with books and toys (Strayhorn 
& Weidman, 1989).  Thus, although the observation method used in the present study 
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may have been effective in detecting effects of the treatment on parenting, a different 
observational method might be better for detecting effects on child behavior.  
Evidence supporting effects on child emotion regulation was relatively weak. 
Although mothers’ ratings of child lability decreased significantly for children in the 
parent training group, but not for children in the waitlist group, the difference between 
the two groups at posttest were not significant. Mothers’ reports of child emotion 
regulation were slightly higher for children in the parent training group than for waitlist 
children, with a medium effect size, but this difference did not quite reach significance. 
Fathers’ reports also did not reveal significant changes, though small to medium sized 
effects were in the expected direction.  It may be that change in emotion regulation 
occurs more slowly and may only be observed in longer term follow up.  It also may be 
that effects on emotion regulation are smaller than for externalizing symptoms, and may 
therefore require a study with greater power to detect differences.  Future research is 
needed to do longer term follow-up assessments to examine whether changes in emotion 
socialization provide longer term benefits for children’s emotion regulation.   
B. Parent Training Effects on Parenting 
 Effects of parent training were found on several observational measures of 
parenting and self-report of emotion socialization and verbosity but not on self-report of 
overreactivity and laxness.  Mothers who received parent training were rated as engaging 
in more positive parenting and less negative affect compared to mothers on the waitlist, 
controlling for child behavior.  This supports findings that have demonstrated effects of 
parent training on observational measures of positive feedback (Pisterman et al., 1992) 
and communicating enthusiasm (Strayhorn & Weidman, 1989).  However, unlike the 
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present study, previous studies have failed to find effects on observational measures of 
negative parenting behavior (Bor et al., 2002) and negative affect (Pisterman et al., 1989).  
Consistent with their self-reports of decreased verbosity, mothers were observed to use 
fewer commands at posttest than waitlist mothers, at a probability level that approached 
significance.  Moreover, mothers who took part in parent training reported using 
significantly fewer punitive and minimizing/discouraging reactions in response to 
children’s negative emotion compared to mothers on the waitlist.  Fathers reported 
significantly fewer problem-focused reactions at posttest compared to pretest.  These 
findings corroborate previous research that demonstrated improved emotion socialization 
practices in parents of preschool children (Havighurst et al., 2010).  
Although mothers in the parent training group showed significant decreases in 
their self-reports of overreactivity and laxness, mothers in the waitlist group also reported 
significant decreases in laxness, as well as slight decreases in overreactivity.  Thus, 
mothers in the parent training group did not show significantly lower overreactivity and 
laxness compared to waitlist mothers at posttest.  It is not clear why mothers in the 
waitlist group reported improved parenting.  None of the waitlist families reported 
receiving formal assistance with parenting over the course of the program, but it may be 
that parents on the waitlist read self-help literature over the course of treatment, and 
reported less laxness as a result.  
C. Clinical Implications 
 This study provides some support for the effectiveness of the Parenting Your 
Hyperactive Preschool program and adds to the growing body of research supporting the 
use of early psychosocial interventions for preschool-aged children exhibiting ADHD 
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symptoms.  In particular, this parenting program reduced parent reports of children’s 
inattentive and hyperactive/impulsive symptoms, with effect sizes that were comparable 
to some previous studies that evaluated parent training for hyperactive preschoolers 
(Sonuga-Barke et al., 2001; Strayhorn & Weidman, 1989, 1991) and to studies that have 
evaluated the efficacy of pharmaceuticals (Greenhill et al., 2006; Short, Manos, Findling, 
& Schubel, 2004).  Results also support the notion that parent training that targets 
emotion socialization may be successful in reducing the frequency of invalidating 
emotion socialization practices that parents use.  Although there was not strong evidence 
in this study that these changes resulted in changes in children’s emotion regulation, such 
changes may be evidence with longer term follow-up, given ample evidence that 
invalidating emotion socialization practices are linked to a variety of negative child 
outcomes (Eisenberg, Fabes, & Murphy, 1996; Lunkenheimer, Shields, & Cortina, 2007; 
McDowell, Kim, O’Neil, & Parke, 2002),  
D. Limitations 
 The results of the present study should be interpreted in the context of several 
limitations.  First, it is not clear which aspects of the parenting program were active 
ingredients in change.  Although we expect that changes that were found in emotion 
socialization were due to the emotion socialization component of the program, the design 
of this study leaves open the possibility that these effects could have been observed after 
the traditional part of the parent training program.  To explore the effects of the emotion 
component to this parenting program, it will be important to compare treatment effects 
with and without the emotion socialization component.  Second, due to a small sample 
size, it may have been difficult to detect modest-sized effects.  In fact, there were a 
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number of small to medium sized changes that were in the expected direction, but did not 
reach significance; a study with more power may be needed to detect these effects.  In 
addition, as a result of a small sample size, this study was unable to statistically take into 
the fact that families were nested within parent training groups.  Third, even though the 
parenting training curriculum includes guidance for the group leaders to address cultural 
differences in parenting, this sample was not ethnically diverse; thus, it is not clear 
whether the results are generalizable to other ethnic groups. It will be important to 
evaluate the effectiveness of this parent training program among other ethnic groups.  
Fourth, demand characteristics or expectancy effects may account for some of the 
observed effects in this study, particularly for parent-report measures.  Fifth, an attention 
control group may have reduced the possible impact of demand characteristics or 
expectancy effects.  Some of the differences observed between parent training and 
waitlist families may have been due to parent training families greater expectations for 
change compared to waitlist families. 
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APPENDIX A 
 
PARENTING YOUR HYPERACTIVE PRESCHOOLER CURRICULUM 
 
Session 1 Introduction/Managing Hyperactive Behavior 
Introduction of the program approach 
! This program is a collaborative approach 
Behavior Problems and Normal Development in Preschoolers 
! This program is designed for families with hyperactive preschoolers.  
! What is ADHD? 
! What is Oppositional Defiant Disorder (ODD)?   
! ADHD is mostly a biological disorder, whereas ODD is thought to be affected more 
by children's environments, though there seems to be a biological component too. 
Managing Hyperactive Behavior 
! You can't make your children stop being hyperactive. You can change the 
environment to make the most interesting and stimulating thing around something 
that is appropriate. 
Parenting 
! Parenting hyperactive preschoolers often involves striking a balance between 
apparent extremes. As we go through the program we will be talking a lot about how 
to strike these balances. 
 
Session 2 Using Praise Effectively 
Understanding learning principles  
! Reinforcement (consequences that increase behavior)  
• If something good happens after you do something, you are more likely to do it 
again in the future. 
• If something bad goes away after you do something, you are more likely to do it 
again in the future. 
! Punishment (consequences that decrease behavior) 
• If something bad happens after you do something, you are less likely to do it in 
the future. 
• If something good goes away after you do something, you are less likely to do it 
in the future.   
Introduction to Praise  
! Praising good behavior makes it more likely that the good behavior will happen 
again.  
! Praising children is likely to help them see themselves positively which in turn leads 
to good emotional well-being and good behavior.  
 
Session 3 Increasing Positive Interactions and Using Your Attention to Shape Your 
Child’s Behavior 
Ways of giving positive attention 
! Describing your child's activities 
! Special one-on-one time 
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! Nonverbal ways of positively attending (brainstorm with the group) 
Reward your child's good behavior with your positive attention and ignore your child's 
attention-seeking negative behavior 
! Rewarding good behavior with positive attention 
! Ignoring 
 
Session 4 Setting Up an Effective Reward System 
Setting up a reward program 
! Choose the behavior you want to target. 
! Make a list describing what your child needs to do to earn stickers/stars. 
! Write down a list of prizes and privileges that your child can earn with the 
stickers/stars. 
! Create a chart or path to place stickers/stars that your child has earned. 
! Introduce the sticker program to your child. 
 
Session 5 Using Commands to Guide Your Child’s Behavior 
Requests vs. Commands 
! Commands 
• We use commands for situations in which it is important that your child comply 
and in which you have some reason to think that your child may not want to do 
what you want him or her to do.  
! Requests 
• We use requests to ask other people to do things.  
How to Phrase Commands to Make Them More Effective 
! Be clear and specific. 
• Try to avoid vague commands. 
• Avoid saying “Let’s” when you really want your child to do something by 
themselves.   
! Avoid phrasing a command/request as a question unless you are willing to accept no 
for an answer. 
! Try to tell your child what TO DO, rather than what not to do.   
! Give ONE command at a time. 
! Give your child time to comply 
Command Flowchart 
! Make sure you have your child’s attention when giving a command. 
! State your command. 
! Wait 5 seconds. 
 
Session 6 Using Logical and Natural Consequences and Rewards 
Ways to Make Consequences and Rewards More Effective 
! Consequences and rewards should be as immediate as possible. 
! Don’t threaten a consequence or offer a reward that you cannot or would not actually 
carry out. 
! Be consistent. 
! Consequences and rewards should be meaningful. 
! Consequences should not be overly harsh or punitive. 
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! Be straightforward and assertive about enforcing consequences or about not 
giving a reward if your child does not behave. 
! Once your child has been given a consequence, give them a new opportunity to be 
successful and learn how to do things differently. 
! Expect your child to test the limits.   
 
Session 7 Timeout 
How long should Timeout be?  
! We recommend one to three minutes for preschool-aged children, and five minutes 
maximum.  
Where should Timeout be? 
! Any quiet place where there is nothing that is entertaining (for example, not near the 
television if it is on)  
! You should not expect your hyperactive preschool-aged child to be able to sit still 
during timeout or to remain seated on a chair.  
How do I start time out? 
! Say, "You may not ___________. You need to go to timeout.” 
! Bring your child to the timeout area (walk with her, or you can carry your child 
there). 
! If your child goes to the timeout area, say in a businesslike voice, "You need to stay 
in this area until the timer beeps.”  
! Set the timer and make sure that your child knows you are setting the timer. 
What should I do during timeout? 
! Monitor your child to make sure that he or she stays in the timeout area. 
! Avoid looking directly at your child during timeout.  
! Avoid talking to your child during timeout and keep other family members from 
talking to your child. 
How do I end timeout? 
! When the timer beeps, if the child is quiet  (i.e., not screaming), say, "you can get out 
of timeout now."  
 
Session 8 Teaching Your Child Problem Solving & Negotiating Skills 
Problem Solving 
Define the problem 
! In order to solve a problem we need to be clear about what the problem is. Even if 
you think you know what the problem is, it’s important to state it out loud.  
! Start by asking your child what is the problem. 
! If your child is too upset to be able to state the problem, you can simply define the 
problem yourself, or state what you think the problem is and ask the child if it is 
correct. 
Help the child generate solutions to the problem 
! Ask, "How can we solve this problem?” 
Teaching good negotiating skills 
! Part of the problem-solving process involves being able to negotiate and compromise.  
! If your child is having a disagreement with another child, give your child suggestions 
of things she can say to negotiate a solution. 
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Session 9 Teaching Parents About Emotion Development 
Emotional Competence 
! Emotional Competence involves understanding, expressing, and regulating emotions, 
which are all important in children's emotional development.  
Understanding/respecting your child’s emotional experiences 
! Recognize that children differ in how they experience emotions. 
! We don't always know the reason why we feel emotions.  
Brain development and emotion 
! Amygdala: The part of the brain that is strongly associated with emotion is called the 
amygdala and is already mature at birth.  
Hyperactive preschoolers and emotion regulation 
! The prefrontal cortex, which is so important for controlling emotions, is not very well 
developed in preschoolers and it's also not very well developed in hyperactive 
children. 
! Children's environments can help with the development of emotion regulation. 
Factors that are thought to foster emotional development and competence: 
• Children’s Play 
• Parenting 
 
Session 10 Teaching Children to Identify and Label Emotions 
Labeling your child’s emotions 
! Labeling emotions serves two purposes:  
• It helps to link your child’s growing language skills to his emotional experiences. 
• It helps to validate your child’s emotions. 
Labeling your own emotions 
! Talking about your own emotions in front of your child is a great way to model 
emotional expression and increase your child's emotion knowledge. 
Labeling emotions of others-characters in books and on TV, siblings, playmates 
! Labeling emotions of characters in books, on TV, and other people in the child's life 
can be a good opportunity for teaching your child about emotion when she is not 
preoccupied by her own emotion.  
Teaching children appropriate ways of expressing their emotions 
! Teaching and modeling labeling of emotions is an important first step in teaching 
good ways of expressing emotions.  
! You can teach them ways of expressing emotions by suggesting good alternatives 
when they are expressing emotion in an inappropriate way. 
! You can also teach them ways of expressing emotions by brainstorming good 
alternatives when you are not in the heat of the moment.  
 
Session 11 & 12 How to Handle Negative Emotion 
Validating emotions 
! Validating emotions means acknowledging and accepting feelings.  
! You don't have to agree with your child to validate their feelings. 
! You can validate their feelings without validating the way they are expressing their 
feelings if they are expressing their feelings in hurtful or destructive ways.  
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Helping your child to calm down 
! After you have validated your child's feelings, there are a number of things you can 
do to help your child calm down (e.g., give your child some time and/or space, 
distraction). 
How to handle negative emotion – Part 2 (Session 12) 
Steps for handling negative emotion 
! Step 1: Validate. 
! Step 2: Handle misbehavior that may be going along with the negative feelings. 
! Step 3: Give your child time to calm down. 
! Step 4: Once your child is calm enough to have a conversation, think about what 
caused your child to be upset and whether it makes sense to problem solve with your 
child or think differently about the problem to make the situation less upsetting.   
 
Session 13 Giving Children Opportunities to Experience Positive Emotion 
Emphasizing your child's strengths  
! Everyday try to tell your child at least one thing you like about him. Bedtime is a 
great time to do this if you haven't had a chance earlier in the day. 
Affection/warmth/expressing your love 
! Importance of conveying that your love is unconditional. It's important to be able to 
separate your disapproval of your child's behavior from your love of your child. 
Helping children to look at the bright side 
! Focusing on the positive, rather than the negative aspect of events can often help us 
feel better about the event (e.g., look at the bright side). 
 
Session 14 Modeling Emotion Regulation and Expression 
Managing your own emotions 
! Take care of your own emotional well-being 
! Express your own emotions in healthy ways   
! Talk with your child about your own efforts to control the way you express your 
emotions 
! Apologize if you did something you regret 
! Letting your child see a glimpse of adults’ emotional world 
 
Session 15 Individual Session Wrap Up 
Wrap-up 
! In this program, we have presented many different tools. Some tools work better for 
some families than others and some tools that don’t work now may work better in the 
future. 
! Use any remaining time to troubleshoot (individual sessions) 
! Parenting is challenging—everyone needs some support. When you have a child who 
is having some challenging behavior, it can be particularly important to have 
someone to support you and provide some guidance in helping you figure out how to 
best manage difficult behavior.  
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APPENDIX B 
PERMISSION TO OBTAIN/RELEASE INFORMATION FOR RESEARCH 
 
University of Massachusetts Amherst 
 
 
Principal Investigator:  Elizabeth (Lisa) Harvey, Ph.D. 
Student Researcher:  Sharonne Herbert, M.A 
 
 
I, _____________________________________, for myself and on behalf of my ward,  
            (Parent/Guardian’s Name) 
____________________________________, give permission for the investigators of this  
        (Child Name) 
 
research project to mail a questionnaire to the following teacher/childcare provider of my 
child: 
 Teacher/Childcare Provider’s Name
 ______________________________________ 
 
 Name of School (if applicable) 
 ______________________________________ 
 
 Street Address   
 ______________________________________ 
 
 City, State, Zip  
 ______________________________________ 
 
 Phone #   
 ______________________________________ 
 
The relationship of this person to my child is: 
 ________________________________ 
 
This questionnaire asks this caregiver about my child’s behavior. I understand that I may 
review a copy of the questionnaire that is to be sent. This questionnaire will be used to 
gather information about my child’s behavior with a non-parental caregiver. I understand 
that this consent is valid for one year or until revoked at my request. 
__________________________________________ 
Parent/Guardian’s Name 
__________________________________________ 
Signature 
________________ 
Date 
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APPENDIX C 
PARENT TRAINING GLOBAL RATINGS 
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Child Global Rating 
 
Misbehavior: Rate the extent to which the child disobeys rules and/or does not follow 
through or cooperate with the adult's requests or commands (i.e., is noncompliant). Also 
consider the child’s level of hostility, anger resistance or opposition to requests or 
commands of the parent (e.g. "No, I don't want to,” “You can't make me"). This includes 
instances where the child does the exact opposite of what is requested, intensifies 
inappropriate behavior when asked to stop, or responds angrily or aggressively to 
requests or commands (e.g., yelling, throwing objects, hitting and kicking, having a 
temper tantrum). Rate the intensity of the misbehavior, indicating how severe the 
transgressions are. For example, if a parent asks the child to pick up dirty clothes and the 
child says once, “I don’t want to,” but then picks up the clothes after the command is 
repeated, this would be a very mild misbehavior. If the child’s response to the parent’s 
command involves angrily throwing the dirty clothes at the parent, this would be a more 
severe misbehavior.  
!! )&!
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Intensity 
1. No instances of misbehavior 1. No instances of misbehavior 
3.   Sometimes misbehaves 3.   Mild misbehavior 
5. Often misbehaves 5.   Moderate misbehavior 
7.   Very often misbehaves 7. Severe Misbehavior 
 
Emotion Talk:  Rate the degree to which the child accurately uses positive and/or 
negative emotion language to express his or her feelings or to talk about the feelings of 
others.  
Examples include:  
“I’m sad (or scared, angry, etc.).”  
“I’m happy (excited, etc.).” 
“He’s mad.”  
“He’s excited.” 
“Why are you sad?” 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency 
1.   No instances of emotion talk 
3.   Sometimes engages in emotion talk 
5.  Often engages in emotion talk 
7.   Very often engages in emotion talk 
 
 
Negative Affect: Rate the degree to which the child seems distressed, frustrated, angry, 
hostile, sad, or in other ways demonstrates unhappiness and displeasure. Behaviors that 
are indicative of negative affect include crying, pouting, throwing objects, stomping feet, 
yelling, screaming, etc. Rate both the frequency and the intensity of negative affect, 
indicating the severity of the negative affect. Strong instances of negative affect include 
temper tantrums, intense crying, screaming, storming out of the room, and other hostile 
behaviors.  Weaker instances of negative affect include whining and pouting.   
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Intensity  
1. No instances of negative affect 1. No instances of negative affect 
3.   Sometimes expresses negative affect 3.   Mild negative affect 
5. Often expresses negative affect 5.   Moderate negative affect 
7.   Very often expresses negative affect 7.   Strong negative affect 
!! )'!
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Positive Parenting: Rate the degree to which the parent is positively attentive to 
the child, displays enthusiasm toward and approval of the child. A parent 
displaying positive parenting uses praise, encouragement, and terms of 
endearment to convey affection, is supportive, available, open and positive, is 
cheerful in mood and tone of voice, and sounds satisfied, content, and pleased with 
the child during the interaction. Positive parenting may include conveying interest 
in what the child is doing, enthusiasm at engaging in an activity with the child, or 
displaying warmth or cheerfulness during interactions with the child.!
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Intensity  
1. A complete absence of positive 
parenting 
1. Parent shows no positive parenting 
3.   Sometimes engages in positive 
parenting 
3.   Parent is mildly positive 
5. Often engages in positive parenting 5.   Parent is moderately positive 
7.   Very often engages in positive 
parenting 
7.   Parent is extremely positive 
 
 
Use of Commands: Rate how often the parent uses commands (frequency) and rate the 
quality of the commands the parent gives. High quality commands are clear and specific 
(e.g., avoiding vague commands, such as “Be good!”), are not phrased as a question, and 
informs the child of exactly what to do, rather than what not to do. Parents using high 
quality commands give one at a time and allow the child time to comply. High quality 
commands are given using a firm, business-like (not yelling or wimpy) tone of voice, and 
are given in close proximity to the child. Do not include commands that are given while 
playing a game unless the child is misbehaving or not following the rules of the game and 
the parent is attempting to get the child to behave appropriately. (Note: This item does 
not refer to requests, which are often used to ask other people to do things in which 
compliance is optional. Requests are typically in the form of a question. Requests should 
not be coded as using low quality commands.) 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Quality (only rate if frequency > 1) 
1.   A complete absence of commands  1.   Uses low quality commands 
3.   Sometimes uses commands 3.   Uses somewhat low quality commands 
5. Often uses commands 5.   Uses moderately high quality 
commands 
!! )(!
7.   Very often uses commands 7.   Uses high quality commands 
 
Use of Consequences: Rate how often the parent uses positive or negative consequences 
to encourage good behavior. Then rate the quality with which the consequences are used.  
High quality use of consequences includes immediately using a consequence following a 
misbehavior, not threatening a consequence that cannot actually be carried out (e.g., leave 
child behind somewhere if they are dawdling), being consistent, making the consequence 
meaningful (e.g., “If you throw food on the floor again, you will not have dessert.”), not 
being overly harsh or punitive, and being assertive about enforcing consequences (e.g., 
ignoring protests or pleading, does not lecture or criticize, does not apologize after giving 
a consequence). 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Quality (only rate if frequency > 1) 
1. Does not use consequences 1. Uses low quality consequences  
3.   Sometimes uses consequences 3.   Uses somewhat low quality 
consequences  
5. Often uses consequences 5.   Uses moderately high quality 
consequences  
7. Very often uses consequences 7.   Uses high quality consequences 
 
Emotion Talk: Please rate the degree to which the parent accurately uses positive and/or 
negative emotion language to express his or her feelings or to talk about the feelings of 
others.  
Examples include: 
“I’m sad (or scared, angry, etc.).”  
“I’m happy (excited, etc.).” 
“He’s mad.”  
“He’s excited.” 
“Why are you sad?” 
    
    
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency 
1.   No instances of emotion talk 
3.   Sometimes engages in emotion talk 
5.   Often engages in emotion talk 
7.   Very often engages in emotion talk 
 
 
Negative Affect: Rate the extent to which the parent expresses negative affect during 
the segment. Negative affect would include irritation, annoyance, frustration (i.e. 
!! ))!
repeated sighing), sadness whininess, and/or anger. Strong instances of negative affect 
include yelling, verbally expressing irritation/ annoyance and other hostile or angry 
behaviors.  Milder instances of negative affect include sighing from frustration, or using 
an annoyed tone.  Include negative affect that is not expressed directly toward the child. 
 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Intensity  
1.   No instances of negative affect 1.   No instances of negative affect 
3.   Sometimes expresses negative affect 3.   Mild negative affect 
5.   Often expresses negative affect 5.   Moderate negative affect 
7.   Very often expresses negative affect 7.   Strong negative affect 
 
Emotion Socialization Codes (Parental Reactions to Children’s Negative Affect) 
 
The following codes should only be rated if a child expresses negative affect during the 
5-minute segment. If no child negative affect was present (by the target child or any 
other children), rate each of the codes in this section as N/A during that segment.   
 
Please note that your ratings should be based solely on the parents’ reaction to the 
child’s negative affect—not to behavior that occurs at other times during the interaction 
in reaction to other child behaviors.   
 
Remember, ratings in this section should be made after listening to the 5-minute segment 
a second time (not during your first time listening). 
 
Parental distress.  Rate the degree to which the parent seems upset in response to the 
child’s’ negative affect. This can include displays of being anger, frustration, annoyance, 
embarrassment, or stress in response to the child’s negative affect. You should take into 
account both the frequency and intensity with which the parent displays distress. 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Intensity  
1.   Not at all upset 1.   Not at all upset 
3.   Sometimes upset 3.   Mildly upset 
5.   Often upset 5.   Moderately upset 
7.   Very often upset 7.   Very upset 
 
Punitive reaction. Please rate the degree to which the parent punishes the child for 
expressing negative emotion or threatens to punish the child if he/she doesn’t stop 
expressing negative emotion. This would not include punishment or threatening 
punishment for other misbehavior that may coincide with the negative emotion. For 
!! )*!
example, if the parent sends the child to timeout for hitting during a temper tantrum, this 
would not be considered a punitive reaction. If the parent tells the child he/she will have 
to go to timeout if he/she doesn’t calm down, this would count as a punitive reaction. 
Higher ratings should be given for giving consequences than for threatening 
consequences. Ratings should be based on the number of times the parent has a punitive 
reaction and the severity of the punishment being given or threatened.  
 Examples of mild punishment: “Go to your room for a few minutes.” “You have 
to stop playing with your toy until you are calm.” 
 Examples of a moderate punishment: “Go to time out.” “No dessert if you can’t 
calm down.” 
 Examples of severe punishment: “You can’t go to the birthday party on 
Saturday.” “You can’t play with that toy for a week.” 
 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Intensity  
1.   Does not punish or threaten to punish 
the child in response to negative affect 
1.   Does not punish or threaten to punish 
the child in response to negative affect 
3.   Sometimes punishes or threatens to 
punish the child in response to negative 
affect 
3.   Gives or threatens a mild punishment  
5.   Often punishes or threatens to punish 
the child in response to negative affect 
5.   Gives or threatens a moderate 
punishment  
7.   Very often punishes or threatens to 
punish the child in response to negative 
affect 
7.   Gives or threatens a severe punishment  
 
Expressive encouragement. Please rate the degree to which the parent encourages the 
child to express negative affect and/or the degree to which the parent validates the child’s 
negative emotional state. Emotion encouragement can consist of a number of techniques, 
such as labeling the emotion (e.g. “I can see how sad you are right now”), expressing 
understanding   (e.g. “I understand that you must be really sad that your sister won’t share 
her toy, because I know how much you love to play with that toy”), teaching the child 
appropriate and alternative ways of expressing emotion (e.g. “It is OK for you to cry 
when you are upset, but you can’t scream like that”), or quietly being with the child in a 
supportive way while he/she is upset. Rate both the frequency and intensity of the 
parent’s encouraging/validating behavior.  
 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
!! )+!
 
Frequency Intensity  
1.   Does not encourage the child to express 
negative affect or validate child’s 
emotion 
1.   Does not encourage the child to express 
negative affect or validate child’s 
emotion 
3.   Sometimes encourages or validates the 
child’s emotion 
3.   Mildly encouraging/validating  
5.   Often encourages or validates the 
child’s emotion 
5.   Moderately encouraging/validating 
7.   Very often encourages or validates the 
child’s emotion 
7.   Very encouraging/validating 
 
 
Emotion-focused reactions. Please rate the degree to which the parent engages in 
behaviors designed to help the child feel better, without minimizing the child’s feelings. 
This might include hugging the child, soothing the child, comforting the child, distracting 
the child with something fun, suggesting that the child do something relaxing like 
counting or taking a deep breath. This would not include a parent telling a child to stop 
being upset (but could include saying, “Don’t worry, it’s ok.”) 
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Quality (only rate if frequency > 1) 
1.   Does not try to make the child feel 
better 
1.   Uses methods of trying to help the child 
feel better that are low in quality 
3.   Sometimes tries to help the child feel 
better 
3.   Uses methods of trying to help the child 
feel better that are somewhat low in 
quality 
5.   Often tries to help the child feel better 5.   Uses methods of trying to help the child 
feel better that are moderately high in 
quality 
7.   Very often tries to help the child feel 
better  
6. Uses methods of trying to help the child 
feel better that are high in quality 
 
 
Problem-focused reactions. Please rate the degree to which the parent tries to solve the 
problem that is causing the child’s distress. For example, if a child is upset that he/she 
cannot have a cookie, the parent might suggest that the child could have an apple instead 
of a cookie.  
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
!! ),!
 
Frequency Quality (only rate if frequency > 1) 
1.   Does not try to problem solve 1.   Uses low quality problem solving 
strategies 
3.   Sometimes tries to problem solve 3    Uses somewhat low quality problem 
solving strategies 
5. Often tries to problem solve 5.   Uses moderately high quality problem 
solving strategies 
7.   Very often tries to problem solve.  7.   Uses high quality problem solving 
strategies 
 
 
Minimizing/discouraging expression of emotion.  Please rate the degree to which the 
parent minimizes the seriousness of the situation, devalues the child’s problem or 
negative affect, scolds the child for expressing their negative emotions, or tells the child 
to stop expressing negative emotion. If the parent discusses or offers an alternative way 
of expressing the negative emotions, you should not code the instance as 
minimizing/discouraging.  
Examples:  
“There is nothing to be upset about.” 
“Stop overreacting.” 
“You’re making a big deal out of nothing.” 
“Stop being a baby.”  
“Stop crying.” 
“Knock it off.” 
“Stop whining.” 
“What’s the matter with you?” (in a critical tone) 
 
Note that the difference between this code and emotion-focused reaction is an important 
but subtle one. The difference often has to do with the tone of voice of the parent. A 
parent who is trying to help the child feel better would be rated highly on emotion-
focused reaction, whereas a parent who is simply trying to squelch emotion would be 
coded as minimizing/discouraging.  
 
I----------I----------I----------I----------I----------I----------I 
1            2             3             4             5             6            7 
 
Frequency Intensity  
1.   Does not minimize or discourage 
emotion expression 
1.   Does not minimize or discourage 
emotion expression 
3.   Sometimes minimizes or discourages 
emotion expression 
3.   Subtly minimizes or discourages 
emotion expression  
5.   Often minimizes or discourages 
emotion expression 
5.   Clearly minimizes or discourages 
emotion expression 
7.   Very often minimizes or discourages 
emotion expression 
7.   Strongly minimizes or discourages 
emotion expression 
!! )-!
 
Positive Thinking. Please rate the degree to which the parent tries to focus on the 
positive, rather than the negative aspect of an event that occurred. These are instances in 
which the parent tries to help the child change how he or she thinks about events, and 
casts them in a more positive light. Note: the parent still may or may not be validating the 
child’s emotion, but the parent is trying to help the child think differently about the 
situation. Only code instances in which the parent is using positive thinking strategies 
that are high in quality. If the parent is dismissing the child’s emotions, code under 
Minimizing/discouraging expression of emotion in response to child negative affect.  
Examples: A child is crying because the child lost in a card game and the parent says, 
"Well, it's only a game, right?"  
A child falls down, cuts his/her thumb, and said how much it hurt. The parent put 
a band-aid on it and said "Well, remember the time you fell off your bike, I bet that hurt 
more than this time, right?" 
 “Ooh, that looks like it really hurts. I’m so sorry you got hurt. Let’s get that 
cleaned up and put a band-aid on it—I bet it will feel better in no time.” 
 
Frequency 
1.   Does not try to help the child focus on 
the positive 
3.   Sometimes tries to help the child focus 
on the positive. 
5.   Often tries to help the child focus on 
the positive. 
7.   Very often tries to help the child focus 
on the positive. 
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Table 1.  
Measures 
 
Measures Screening Pretest Posttest 
Demographic Information   X  
Exclusionary Criteria X   
 
Behavior 
   BASC-2-PRS X X X 
   BASC-2-TRS  X X 
   DBRS  X X 
   DISC (ADHD, ODD, CD) X   
 
Developmental/Social 
   Psychosocial History  X X 
 
Emotion 
   Emotion Regulation Checklist  X X 
   Emotion Matching Task  X X 
   Coping with Children’s  
   Negative Emotion Scale 
 X X 
 
Observational 
Audiotaped Assessment of Parent-
Child Interactions 
 X X 
 
Parent Psychopathology 
Boston x 4 CES-D  X X 
 
Parenting 
Parenting Scale  X X 
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Table 2. 
Means and Standard Deviations of Child and Teacher Pretest and Posttest Measures in Treatment and Waitlist Groups 
 Pretest Posttest Comparing Pretest and 
Posttest 
Variable Treatment 
Mean (SD) 
Waitlist 
Mean (SD) 
t Treatment 
Mean (SD) 
Waitlist 
Mean (SD) 
t  Treatment 
t 
Waitlist 
t 
Child         
   EMT Part 1 9.33 (2.26) 
n = 15 
8.62 (2.18) 
n = 13 
-0.85 8.93 (2.09) 
n = 15 
8.50 (1.31) 
n = 13 
-0.64 0.84 0.19 
   EMT Part 2 7.13 (2.17) 
n = 15 
6.92 (2.36) 
n = 13 
-0.25 8.33 (3.71) 
n = 15 
7.70 (2.48) 
n = 13 
-0.52 -1.63† -1.23 
   EMT Part 3 8.60 (2.56) 
n = 15 
8.62 (1.80) 
n = 13 
0.02 9.53 (1.60) 
n = 15 
8.90 (1.80) 
n = 13 
-0.97 -1.90* -0.47 
   EMT Part 4 9.00 (1.92) 
n = 14 
9.46 (1.61) 
n = 13 
0.67 9.29 (2.52) 
n = 14 
9.40 (1.79) 
n = 13 
0.14 -0.45 0.11 
Teacher         
   BASC  
   Hyperactivity 
63.96 (7.25) 
n = 9 
62.34 (9.62) 
n = 11 
-0.41 61.56 (8.13) 
n = 9 
64.00 (11.93) 
n = 11 
0.52 0.90 -0.66 
   BASC    
   Externalizing 
65.76 (9.57) 
n = 9 
61.36 (9.61) 
n = 11 
-1.02 62.56 (9.38) 
n = 9 
61.91 (12.81) 
n = 11 
-0.13 0.97 -0.21 
   BASC  
   Internalizing 
53.74 (5.79) 
n = 9 
50.54 (5.97) 
n = 11 
-1.22 59.38 (5.95) 
n = 8 
50.89 (7.77) 
n = 9 
-2.52* -2.02* 0.22 
† p < .10, * p < .05  
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Table 3. 
Means and Standard Deviations of Pretest and Posttest Mother-report in Treatment and Waitlist Groups 
 Pretest Posttest Comparing Pretest and 
Posttest 
Variable Treatment 
Mean (SD) 
n =17 
Waitlist 
Mean (SD) 
n = 14 
t Treatment 
Mean (SD) 
n =17 
Waitlist 
Mean (SD) 
n = 14 
t  Treatment 
t 
Waitlist 
t 
Child         
DBRS Inattention 1.80 (0.56) 1.69 (0.61) -0.49 1.26 (0.60) 1.54 (0.50) 1.38 4.23** 1.23 
DBRS Hyperactivity-
Impulsivity 
1.99 (0.60) 
 
2.10 (0.56) 
 
0.48 1.65 (0.54) 
 
2.04 (0.54) 
 
2.00† 2.66* 0.50 
DBRS ODD  1.58 (0.65) 1.36 (0.80) -0.85 1.11 (0.64) 1.16 (0.71) 0.21 3.06** 1.46† 
ERC 
Lability/Negativity 
2.53 (0.36) 
 
2.46 (0.46) 
 
-0.52 2.22 (0.33) 
 
2.30 (0.50) 
 
0.49 4.34** 1.27 
ERC Emotion 
Regulation 
3.11 (0.38) 
 
3.31 (0.39) 
 
1.38† 3.18 (0.40) 
 
3.15 (0.50) 
 
-0.19 -0.92 1.77† 
BASC-PRS 
Externalizing 
Behavior 
71.24 (11.65) 
 
71.14 (13.32) 
 
-0.02 62.13 (8.69) 
 
67.44 (15.17) 
 
1.20 3.23** 1.20 
BASC-PRS 
Internalizing 
Behavior 
58.12 (13.58) 
 
57.21 (11.54) 
 
-0.20 55.69 (10.52) 
 
56.10 (13.40) 0.10 1.28 0.39 
 
Mother 
        
Parenting Scale  
Overreactivity 
3.28 (0.57) 
 
3.04 (0.91) 
 
-0.90 2.93 (0.54) 
 
2.92 (1.10) 
 
-0.01 2.60* 0.69 
Parenting Scale 
Laxness 
3.01 (0.90) 
 
2.90 (0.68) 
 
-0.37 2.52 (0.88) 
 
2.57 (0.72) 
 
0.17 3.07** 2.20* 
Parenting Scale 
Verbosity 
3.83 (0.71) 4.04 (0.60) 0.87 3.22 (0.85) 3.94 (1.14) 2.00*  2.94** 0.43 
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 Pretest Posttest Comparing Pretest and 
Posttest 
Variable Treatment 
Mean (SD) 
n =17 
Waitlist 
Mean (SD) 
n = 14 
t Treatment 
Mean (SD) 
n =17 
Waitlist 
Mean (SD) 
n = 14 
t  Treatment 
t 
Waitlist 
t 
CCNES Distress 
Reactions 
2.72 (0.44) 
 
2.48 (0.51) 
 
-1.40† 2.61 (0.60) a 
 
2.68 (0.55) 
 
0.33 0.72 -1.80* 
CCNES Punitive 
Reactions 
2.10 (0.61) 
 
2.36 (0.74) 
 
1.06 1.93 (0.80) a 
 
2.69 (0.89) 
 
2.47* 2.32* -2.19* 
CCNES Expressive 
Encouragement 
5.23 (0.87) 
 
5.31 (0.99) 
 
0.24 5.43 (1.07) a 
 
5.21 (1.25) 
 
-0.53 -0.36 0.67 
CCNES Emotion 
Focused Reactions 
5.92 (0.68) 
 
5.93 (0.72) 
 
0.05 5.99 (0.76) a 
 
5.91 (0.82) 
 
-0.26 0.24 0.11 
CCNES Problem 
Focused Reactions 
5.93 (0.83) 
 
6.01 (0.54) 
 
0.32 5.85 (0.84) a 
 
5.97 (0.66) 
 
0.45 1.42† 0.35 
 CCNES Minimizing 
Reactions 
1.99 (0.71) 
 
2.31 (0.64) 
 
1.30 1.93 (0.81) a 
 
2.61 (0.91) 
 
2.13* 0.73 -2.53* 
† p < .10, * p < .05, ** p < .01 
a n = 16 
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Table 4. 
Means and Standard Deviations of Mother Pretest and Posttest Audiotape Observations in Treatment and Waitlist Groups 
 Pretest Posttest Comparing Pretest and 
Posttest 
Variable Treatment 
Mean (SD) 
n = 11 
Waitlist 
Mean (SD) 
n = 10 
t Treatment 
Mean (SD) 
n = 11 
Waitlist 
Mean (SD) 
n = 10 
t  Treatment 
t 
Waitlist 
t 
Child 
Misbehavior 
2.85 (1.71) 
 
2.57 (1.28) 
 
-0.43 2.36 (1.03) 
 
1.84 (0.67) 
 
-1.34†  0.94 
 
1.73† 
 
Child Negative 
Affect 
5.42 (4.28) 
 
3.41 (2.84) 
 
-1.26 3.51 (2.04) 
 
2.76 (2.10) 
 
-0.84 1.63†   
 
1.42† 
 
Parent Positive 
Parenting 
13.77 (6.55) 
 
11.00 (3.73) 
 
-1.18 11.83 (4.39) 
 
9.72 (3.73) 
 
-1.18 1.00 
 
0.66 
 
Parent Commands 
Freq. 
2.39 (0.56) 2.40 (0.60) -0.03 1.98 (0.33) 2.24 (0.58) 1.27 2.13*  0.72 
Parent Commands 
Quality 
3.17 (0.73) 
 
3.31 (0.69) 0.43 3.19 (0.90) 
 
3.18 (0.45) 
 
-0.02 -0.06  
 
0.40  
Parent Negative 
Affect 
2.85 (1.72) 
 
2.91 (1.31) -0.08 2.19 (0.76) 
 
2.50 (1.28) 
 
0.70 1.56† 
 
1.02 
Parent Distress 
Reactions 
1.93 (0.86) 
 
2.61 (1.15) 
 
1.53†  2.31 (1.02) 2.00 (1.61) 
 
-0.52 0.32 
 
1.05 
 
Parent Problem 
Focused 
Reactions Freq. 
1.55 (0.30) 
 
1.55 (0.58) -0.00 1.45 (0.39) 1.41 (0.27) 
 
-0.25 0.46 0.85 
 
† p < .10, * p < .05 
!! "#!
Table 5. 
ANCOVA: Comparing Parent training versus Waitlist Mother-reports of Child and 
Mother Behavior 
Variable Treatment 
Marginal Mean 
(SE) 
n = 17 
Waitlist 
Marginal Mean 
(SE) 
n = 14 
F p Cohen’s 
d 
Child      
DBRS Inattention 1.24 (0.11) 1.58 (0.12) 4.46 .02* 0.61 
DBRS Hyperactivity-
Impulsivity 
1.68 (0.10) 2.01 (0.11) 4.71 .02* 0.61 
DBRS ODD  1.05 (0.13) 1.24 (0.14) 0.98 .17b 0.28 
ERC Lability/Negativity 2.20 (0.09) 2.32 (0.09) 0.86 .18 0.29 
ERC Emotion Regulation 3.25 (0.08) 3.06 (0.09) 2.63 .06† 0.42 
BASC-PRS Externalizing 
Behavior 
62.18 (2.43)c 67.38 (2.60) 2.14 .08†a 0.42 
BASC-PRS Internalizing 
Behavior 
55.20 (2.34) c 56.66 (2.50) 0.18 .34 0.12 
      
Mother      
Parenting Scale 
Overreactivity 
2.84 (0.14) 3.03 (0.16) 0.86 .18 0.23 
Parenting Scale Laxness 2.49 (0.14) 2.62 (0.16) 0.37 .28 0.05 
Parenting Scale Verbosity 3.30 (0.21)  3.85 (0.23)  3.08 .045*c 0.56 
CCNES Distress Reactions 2.54 (0.12) c 2.76 (0.13) 1.44 .12b 0.38 
CCNES Punitive Reactions 2.05 (0.12) c 2.56 (0.13) 8.93 .003** 0.61 
CCNES Expressive 
Encouragement 
5.41 (0.18) c 5.24 (0.19) 0.42 .26 0.15 
CCNES Emotion Focused 
Reactions 
5.95 (0.12) c 5.96 (0.13) 0.00 .48 0.01 
CCNES Problem Focused 
Reactions 
5.84 (0.13) c 5.99 (0.14) 0.65 .21 0.20 
 CCNES Minimizing 
Reactions 
2.07 (0.13) c 2.46 (0.14) 4.17 .03* 0.45 
Note. DBRS = Disruptive Behavior Rating Scale; BASC-PRS = The Behavior 
Assessment System for Children, Second Edition-Parent Rating Scale; CCNES = Coping 
with Children’s Negative Emotion Scale 
a Effect becomes significant after omitting children who made substantial changes to their 
treatment. BASC Externalizing = 0.56  
b Effect approaches significance after omitting children who made substantial changes to 
their treatment. DBRS ODD = .44; CCNES Distress Reactions = 0.49 
c Effect no longer significant after omitting children who made substantial changes to 
their treatment. Parenting Scale Verbosity = 0.45 
c n = 16 
† p < .10, * p < .05, ** p < .01 
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Table 6. 
ANCOVA: Comparing Parent Training and Waitlist Child Emotion Knowledge and 
Teacher-reports of Child Behavior 
Variable Treatment 
Marginal 
Mean (SE) 
Waitlist 
Marginal Mean 
(SE) 
F p Cohen’s 
d 
Child      
EMT Part 1: Differences on 
Recognition of Emotion 
Expression 
8.80 (0.41) 
n = 15 
8.65 (0.44) 
n  = 13 
0.06 .40 0.08 
EMT Part 2: Production of 
Expression Labels 
8.25 (0.68) 
n = 15 
7.80 (0.73) 
n  = 13 
0.21 .33 0.14 
EMT Part 3: Matching of 
Expressions and Examiner-
Verbalized Expression 
Labels  
9.54 (0.39) 
n = 15 
8.90 (0.42) 
n  = 13 
1.27 .14 0.38 
EMT Part 4: Articulation of 
the Causes of Joy, Sadness, 
Anger, and Fear Expressions 
9.39 (0.56) 
n = 14 
9.28 (0.58) 
n  = 13 
0.02 .45 0.05 
 
Teacher 
     
BASC-TRS: Hyperactivity 
 
60.87 (2.47) 
n = 9 
64.57 (2.47) 
n = 11 
1.00 .17 0.23 
BASC-TRS: Externalizing 
Behavior 
 
60.75 (3.10) 
n = 9 
63.39 (2.80) 
n = 11 
0.39 .27 0.06 
BASC-TRS: Internalizing 
Behavior 
 
58.59 (2.24) 
n = 8 
51.59 (2.11) 
n = 9 
5.04  .02*a 1.22 
Note. EMT = Emotion Matching Task; BASC = The Behavior Assessment System for 
Children, Second Edition-Teacher Rating Scale 
a Effect becomes nonsignificant when it excludes one teacher report for a parent training 
child whose family dropped out after the first session and whose teacher reported that the 
child became much worse at school.   
* p < .05
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Table 7. 
Paired Samples t-test of Parent Training Fathers-reports of Child and Father Behavior 
Variable Treatment 
Pretest 
Mean (SD) 
n = 12 
Treatment 
Posttest 
Mean (SD) 
n = 12 
t p Cohen’s 
d 
Child      
DBRS Inattention 1.63 (0.45) 1.26 (0.45) 2.38 .02* 0.67 
DBRS Hyperactivity-
Impulsivity 
1.90 (0.44) 1.47 (0.46) 3.93 .001* 1.13 
DBRS ODD  1.60 (0.70) 1.28 (0.74) 1.50 .08† 0.44 
ERC Lability/Negativity 2.31 (0.37) 2.19 (0.39) 1.10 .15 0.32 
ERC Emotion Regulation 3.05 (0.30) 3.14 (0.40) -0.91 .19 0.28 
BASC-PRS Externalizing 
Behavior 
67.99 (7.23) 61.60 (12.68) 1.77 .06†a 0.56 
BASC-PRS Internalizing 
Behavior 
52.76 (10.36) 50.60 (12.30) 0.84 .21a 0.27 
      
Father      
Parenting Scale 
Overreactivity 
3.05 (0.68) 2.86 (0.71) 1.66 .06† 0.46 
Parenting Scale Laxness 2.82 (0.84) 2.82 (0.75) -0.01 .50 0.12 
Parenting Scale Verbosity 3.81 (0.51) 3.67 (0.53) 0.87 .20 0.25 
CCNES Distress 
Reactions 
2.59 (0.62) 2.42 (0.70) 0.74 .24b 0.21 
CCNES Punitive 
Reactions 
2.43 (0.87) 2.52 (0.95) -0.67 .26 0.19 
CCNES Expressive 
Encouragement 
4.88 (0.97) 4.87 (1.05) 0.07 .47 0.01 
CCNES Emotion Focused 
Reactions 
5.79 (0.43) 5.78 (0.38) 0.08 .47 0.02 
CCNES Problem Focused 
Reactions 
5.93 (0.58) 5.74 (0.61) 2.97 .007** 0.86 
 CCNES Minimizing 
Reactions 
2.73 (0.73) 2.75 (0.85) -0.08 .47 0.03 
Note. DBRS = Disruptive Behavior Rating Scale; BASC-PRS = The Behavior 
Assessment System for Children, Second Edition-Parent Rating Scale; CCNES = Coping 
with Children’s Negative Emotion Scale 
an = 10 
b Effect is no longer a trend if you exclude the 3 dads who were imputed/intent to treat 
analysis was used. 
† p < .10, * p < .05, ** p < .01 
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Table 8. 
ANCOVA: Comparing Parent Training versus Waitlist Audiotape Observations of 
Mother and Child Behavior 
Variable Treatment 
Marginal Mean 
(SE) 
n = 11 
Waitlist 
Marginal Mean 
(SE) 
n = 10 
F p Cohen’s d 
Child 
Misbehavior 
2.34 (0.26) 
 
1.87 (0.28) 
 
1.53 .12 0.53 
Child Negative 
Affect 
3.23 (0.54) 
 
3.07 (.0.57) 
 
0.04 .43 0.02 
Parent Positive 
Parenting 
12.45 (1.14) 
 
9.03 (1.20) 
 
4.10 .03* 0.84 
Parent Commands 
Freq. 
1.96 (0.14) 
 
2.27 (0.15) 
 
2.35 .07 0.67 
Parent Commands 
Quality 
3.25 (0.22) 
 
3.12 (0.24) 
 
0.17 .34 0.18 
Parent Negative 
Affect 
2.01 (0.25) 
 
2.70 (0.27) 
 
3.35 .04* 0.66 
Parent Distress 
Reactions 
1.94 (0.32) 
 
2.34 (0.32) 
 
0.73 .20 0.29 
Parent Problem 
Focused 
Reactions Freq. 
1.42 (0.12) 
 
1.44 (0.12) 
 
0.01 .46 0.05 
* p < .05 
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